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Editorials 


The Cover Picture of the 
Orange Bowl and Why 


Many, no doubt, have wondered why a 
picture of the Orange Bowl appeared on the 
cover of the Journal of the Oklahoma State 
Medical Association. This is a good ques- 
tion and deserves an answer. 


The Big Red in the Orange Bowl is a 
symbol of the pride of which Oklahomans 
are capable. This type of pride, like love, 
need not be limited and is not measurable. 
It is not something tangible outside the hu- 
man being, but something intangible within. 
If the human being has learned to possess 
it, he has also learned to make it grow and 
to give it power—power to give increasing 
energy and force and meaning to the object 
which caused its generation in the first 
place. Oklahomans have learned to generate 
that force for the Big Red and the Big Red 
has responded year after year. 


If we have learned this, we can apply it 
to the State as a whole, to its government, 
to the Oklahoma State Medical Association, 
to the University of Oklahoma School of 
Medicine and to any other instrument for 
human progress. Without it there can be 
no real harmony of purpose and harmony 
of progress toward the attainment of a goal 
of fulfillment in its broadest sense. 


While this piece was being prepared, at- 
tacks on the medical school appeared in the 
official organs of two medical groups with- 
in the state. It is distressing, for both 
writers showed indications of some lack of 
understanding of the matters about which 
they were writing. One does not doubt their 
sincerity but the necessity of having to write 
something without an inner urge to do so 
does not always lead to satisfactory per- 
formance even for the writer. If our pride 
is strong, unselfish and has force, the object 
of it will, because of it, eliminate many ob- 
stacles to its continued and sustained exist- 
ence. The Big Red in the Orange Bowl is 
offered as proof. 
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“The Doctor Business” 


This is the title of a book by Richard 
Carter that has recently appeared at the 
book sellers. A chapter is devoted to medi- 
cal delinquency in which the AMA is cited 
for its failure as a disciplinarian. Fee-split- 
ting comes in for its share of criticism. 


“A close relative of fee-splitting is unnec- 
essary surgery, an inhuman practice which 
often takes place whether fees are split or 
not but seems to depend in part on whether 
the victim has insurance against surgery 
bills. The national health insurance survey 
by the Health Information Foundation and 
the National Opinion Research Center found 
that people covered by insurance undergo 
almost twice as many operation as persons 
not covered. Appendectomy and tonsillec- 
tomy rates are especially compelling: among 
every 100 persons with hospitalization in- 
surance, the survey turned up 11 appendec- 
tomies per year. Yet, among every 100 un- 
insured people, there were only five appen- 
dectomies per year. Among insured children 
there were more than three times as many 
tonsillectomies a year as among uninsured 
children.” 


The real culprit here is not the AMA or 
the physician—but third party medicine 
which the AMA has consistently opposed. 
In other ways, however, the criticism is not 
entirely valid. One doesn’t know how many 
people who did not have insurance were ad- 
vised that they should have an appendec- 
tomy or tonsillectomy. Nor does one know 
how many had béen advised of this and pro- 
ceed to avail themselves of insurance. 


Third party medicine must be reckoned 
with. It is apparently here to stay. Mr. 
Carter compares the fee-for-service prin- 
ciple unfavorable with non-profit clinics 
which have sprung up over the country 
which are apparently collectively represent- 
ed by the Group Health Federation of Amer- 
ica of Chicago. He lists 25 groups as regu- 
lar members and 45 as associate members. 








The point that so many critics of American 
medicine miss is that these groups which 
they think so much of have developed in a 
private enterprise system. They have been 
able to build up a medical personnel who 
were trained under that system. Further- 
more the people who subscribe to these 
groups have the regular practitioners of 
medicine to fall back on, and these groups 
have access to highly trained specialists in 
various fields who are in the private prac- 
tice of medicine. The last sentence in the 
chapter reads, “Here again the performance 
of organized medicine is a vivid argument 
for the acquisition by consumers—and pos- 
sibly their legislatures—of appropriate con- 
trol over the economics of medical service.” 


Third party medicine is young. We will 
find a way to solve the problems of abuses. 
It has been less than 50 years since the Flex- 
ner report triggered the revolution in medi- 
cal education that did away with the diploma 
mills in this country. It was even later that 
medical education became a reality in name. 
We still need to attract the best brains pos- 
sible to our medical schools. We cannot do 
it if the economics of medical service is un- 
der government control or consumer con- 
trol. If these groups are forced to bid for 
medical personnel against private practice 
the income will be adequate to take care of 
their families in reasonable comfort and 
insure the education of their children, but 
if no competition is present the doctor will 
be forced to take what the group will offer. 
When this time comes the quality of student 
and ultimately that of the teacher and the 
doctor will rapidly deteriorate. It is indeed 
a short sighted social philosopher who would 
sell a great and needed profession down the 
river because looking for delinquency, he 
found it. Had he looked for improvement in 
medical education, in medical service, in post 
doctoral training, or for suppression of nos- 


ACHIEVEMENT, 2x. 


«trums and quacks he would have found that 
too. The shriveled soul of the cheater, be he 
physician, patient or reporter cannot be al- 
tered by legislation. Mr. Carter, and indeed 
all of us, must push for better ethics in our 
time—a more diligent application of the 
Golden Rule. 


It should be of some concern, however, 
that the whole fabric of voluntary health in- 
surance can and may break down. Doctor 
Seymour E. Harris, Professor and Chairman 
of the Department of Economics, Harvard 
University, who has studied the program 
carefully reported at a recent meeting that 
he considered this likely. He thinks this so 
for two reasons. 


1. It is too expensive for the return. 
That is, too little of the dollar spent goes 
for the purpose for which it is intended. In 
1957, according to the Argus Chart, two 
Oklahoma companies paid for hospitaliza- 
tion and medical service only 37 cents and 
43.9 cents respectively for each dollar the 
policy holder paid for that purpose. Okla- 
homa Blue Cross and Blue Shield returned 
87.7 and 82.8 cents respectively. 


2. Abuses. Overutilization will in time 
force the costs up to a point that people will 
be unable to afford the prepayment plan. 


It is well and good to consider how to in- 
still in children higher ethical standards that 
will be sustained through their adulthood 
but there must be some policeing too, if we 
are to avoid Mr. Carter’s consignment to 
consumer or government control. The in- 
surance companies will have to do their 
share of this in some way. They have had 
a long and honorable existence in this coun- 
try. It would be too bad for them too, to go 
by default. One can be sure that if medicine 
is the first great necessity to be socialized, 
it will not be the last. 


The death of endeavor and the birth of disgust. 


From the Devil’s Dictionary by Ambrose Bierce — 


Sagamore Press, Inc. 
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KIDNEY STONE PROBLEM 


Urolithiasis is a recurrent disease in many 
people. The rate of recurrence will vary 
considerably—from 15 to 20% for the com- 
mon small calcium oxalate stone so often 
passed by individuals with an uninfected 
urine, to a recurrence rate as high as 60 to 
70% for staghorn stones removed by opera- 
tion from chronically infected kidneys. It 
is, therefore, worthwhile to attempt to pre- 
vent such recurrence by the application of 
specific regimens for the various types of 
stone. Since this is a general medical audi- 
ence I am going to talk to you about medi- 
cal management. 


We do not know the cause of the great 
majority of urinary calculi despite an enorm- 
ous amount of work on clinical and investi- 
gative levels. There are a few exceptions 
such as hyperparathyroidism, responsible 
for about 5% of recurrent calcium-contain- 
ing calculi, and there are a few other con- 
ditions responsible for even fewer stones. 


Certain predisposing factors in stone for- 
mation are recognized but cannot be con- 
sidered as causal because stone may occur 
without them or be absent when they are 
present. My thesis may then be stated as 
follows: we do not know the cause of the 
great majority of urinary calculi. We may 
never learn all the causes. May it still be pos- 
sible to prevent recurrence without know- 
ing these causes? I do not believe that this 
problem of prevention of recurrence is an 
entirely insoluble one. 


Probably a few words concerning the 
composition and classification of calculi are 
in order before we proceed further. Urinary 
calculi are divided into calcium-containing 
and non-calcium-containing. Here in North 
America approximately 90% of all calculi 
are calcium-containing. The substances in 
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these calculi are calcium oxalate, calcium 
phosphate and magnesium ammonium phos- 
phate. The calcium-containing calculi are 
subdivided into two groups on a clinical 
basis, mainly on the basis of urinary reac- 
tion. The first group include the so-called 
primary calculi, generally occurring in an 
acid urine, usually uninfected and originat- 
ing in kidneys which appear normal by 
pyelography. The second group comprise 
the “‘secondary”’ calculi, which are associated 
with or secondary to urinary obstruction, 
stasis or urinary infection. The infection 
is by organisms which split urea to form 
ammonni, a powerful base. 





Conditions of Occurrence of Calcium-Containing 


Calculi 
Content Environment 
Calcium oxalate Normal urinary tract 
or urine acid usually 
Calcium oxalate-calcium infection + or — 
phosphate 
M9NH,PO.—calcium Abnormal urinary tract 
phosphate alkaline urine 


urea-splitting infection 
usually 

















The remaining 10% of calculi are composed 
as follows: uric acid about 6% and cystine 
3%. Uric acid may also be found in a few 
per cent of the calcium stones. The crystal- 
line compounds are enmeshed in an organic 
matrix or network in all calculi. This matrix 
is quite constant in composition and is of a 
mucopolysaccharide-mucoprotein nature. 


Importance of Analysis of Stones 

Largely because regimens for the pre- 
vention of stones have not been very ef- 
fective there has been a tendency to disre- 
gard the composition of the urinary stone. 
Furthermore, the usual chemical analysis 
of calculi has been unsatisfactory and not 
helpful. Commonly the report mentions a 
jumble of ions or radicles which make little 
sense. Some few laboratories do provide an 
adequate chemical analysis. A new tech- 
nique, called crystallographic analysis, is 
superior to any chemical technique for this 
purpose. The calculi are fragmented and 
analyzed upon the stage of a polarizing 
(petrographic) microscope. Because urinary 
calculi are composed of different substances, 
and because treatment to prevent recurrence 
may be diametrically different for the vari- 
ous types, it is important to know the com- 
position of the stone. 


General Measures in Stone Prevention 

I do not have time to discuss in detail the 
various regimens and therapies which have 
been used to prevent recurrence of urinary 
stone. Certain general measures are appli- 
cable to all cases. The eradication of foci of 
infection, whether in the teeth, tonsils, pros- 
tate or elsewhere is indicated. Hyperpara- 
thyroidism must be ruled out. Faulty hab- 
its of living should be corrected. e pa- 
tients must be impressed again and again 
with the importance of a liberal fluid intake 
and regular adherence to the stone preven- 
tion program. Cooperation by the patient 
will depend, in large measure, upon the ap- 
plication of regimens which are not discip- 
linary nor rigorous. Stringent dietary re- 
strictions in patients with recurrent stone 
of any type have, in general, been ineffec- 
tive, unacceptable for long term therapy, 
and unnecessary. 


Prevention of Uric Acid and Cystine Stone 
Since I plan to spend most of the time in 


discussion of the treatment of calcium stone 


* let us first dispose of the problem of cystine 


and uric acid stone. The application of iso- 
tope techniques has shown that uric acid is 
synthesized in the body from the simplest 
carbon and nitrogen compounds and not ex- 
clusively from ingested performed purines 
and nucleoproteins as had been thought. 
Therefore, drastic restriction of diet to pre- 
vent uric acid stones is not indicated. There 
is no dietary treatment for cystine stone. 


Prevention of the uric acid and cystine 
stone depends on alkalinization of the urine. 
The solubilities of these substances are con- 
siderably enhanced in alkaline urine. 


The best alkalinizer is sodium citrate as 
proposed by Albright. A mixture of potas- 
sium citrate and sodium citrate may be used 
in patients who are on a low sodium diet. 
A rounded teaspoonful (3 or 4 Gm.) three 
or four times daily in water has sufficed in 
most cases to keep the pH at 7.5. This salt 
may be bought by the pound and used in- 
definitely without harm. Soda bicarbonate 
may be used if preferred. An alkaline ash 
diet is unnecessary. It is mandatory that 
patients check the pH of their urines to 
maintain the proper alkalinity. Nitrazine 
paper will be adequate for this purpose. Oc- 
casionally alkalinization of the urine has 
merely changed the composition of the stone 
in a uric acid or cystine stone-former; cal- 
cium phosphate and magnesium ammonium 
phosphate have been precipitated instead. 
To prevent this a low calcium diet should be 
given with the alkali. 


The commonest error which I have found 
in the programs of patients on alkaliniza- 
tion therapy is laxness in checking the uri- 
nary pH. All too frequently only a few tests 
are made, commonly at the same time each 
day and then further checking of the pH is 
abandoned. It seems not to be recognized 
that the urinary pH varies throughout the 
day and from one day to the next. It is nec- 
essary to know what the pH is all the time 
and it is necessary that the urine be kept 
alkaline 24 hours a day. To learn about this 
the pH should be determined at least five 
times daily for a week. Only by becoming 
thoroughly familiar with the 24 hour urin- 
ary reaction and keeping the urine alkaline 
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all the time may the patient expect success- 
ful stone prophylaxis. Even then stone will 
recur in some cases. It should be said that 
it is much easier to keep the urine alkaline 
than acid and that prevention of recurrence 
of uric acid stone has been generally quite 
successful in my experience; I have had 
somewhat less success with cystine. 


Prevention of Calcium-Containing Calculi 


Let us consider now the regimens in use 
to prevent calcium stone. It is only in the 
very occasional case that there is evidence 
that dietary excess of calcium is responsible 
for stone formation, as in heavy milk drink- 
ers or persons who take alkalies regularly. 
Furthermore, many calcium stone-formers 
continue to make stone when placed on low 
calcium diets. I, therefore, merely require 
that they refrain from milk as a beverage 
and eat no cheese. The average person’s 
intake of calcium from other food sources 
is probably less than 150 mg. per day which 
is quite acceptable. This regimen permits 
them to have milk or cream in coffee or tea, 
on cereal or fruit and even allows them a 
little ice cream. I do not restrict the intake 
of high oxalate foods because I do not be- 
lieve that much oxalate is absorbed. 


Acidification of the urine plus a low cal- 
cium diet probably has been used more fre- 
quently than any other form of combined 
therapy to prevent recurrence of calcium 
stone. The solubilities of calcium phosphate 
and magnesium ammonium phosphate in- 
crease with increase in acidity of the urine; 
the solubility of calcium oxalate is virtually 
unchanged by change in urinary reaction. 


Ammonium chloride, acid ash diet and 
sodium acid phosphate have been used to 
acidify the urine. They are open to the ob- 
jection that they may produce acidosis and 
bone demineralization and may also increase 
the excretion of calcium phosphate in the 
urine. 


The major objection to acidification ther- 
apy has been that it failed to acidify the 
urine much of the time. In the presence of 
a well-developed urea-splitting infection the 
urine cannot be acidified at all and continued 
use of the drug may be detrimental. Even 
in an uninfected urine the expected decrease 
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in pH may fail to develop, or may be irregu- 
lar. Many physicians have had little success 
with acidification therapy. 


Low Phosphate Diet Plus Aluminum Gels 
For Chronic Infection With Stone 


Another form of therapy is used in pa- 
tients who have chronic infection plus stone, 
often with obstructive lesions of the upper 
urinary tract. Usually the stones are of the 
staghorn variety and the urine is alkaline 
due to organisms which split urea to form 
ammonia. In this very alkaline urine the 
stone salts are very insoluble and precipi- 
tate out to form calculi. It is practically 
impossible to eradicate this infection when 
stone is present, and very difficult, even 
after the stone has been removed. A re- 
currence rate of 60-70% is common, and 
chronic pyelonephritis and uremia are fre- 
quent sequellae. 


Aluminum gels are used in this type of 
case. They do not depend on acidification 
of the urine. The aluminum combines with 
phosphate in the bowel to form insoluble 
aluminum phosphate which is excreted in 
the feces and does not get to the urine. The 
problem with this form of therapy is in mak- 
ing the patient swallow three to four ounces 
of aluminum gel daily; it is not a particu- 
larly pleasant medication and only patients 
who have had considerable stone trouble in 
the past may be expected to cooperate over 
the long period of time necessary—a period 
which must run for years. This therapy has 
been effective in some cases, however. 


The Importance of Vitamins and Nutrition 


It is felt by some that vitamin A defici- 
ency is an important factor in stone forma- 
tion. While avitaminosis and malnutrition 
probably are factors in the endemic stone 
areas of Asia, it is doubtful that they are 
important factors in most of North Ameri- 
ca with its high standard of nutrition. I 
find no reason to give supplementary vita- 
mins to stone-forming individuals who are 
eating a well-rounded diet. 


Hyaluronidase 


The importance of urinary colloids in in- 
creasing the solubility of the stone-forming 
substances in the urine has been warmly 
debated. Butt and associates claimed that 








an enzyme, hyaluronidase, injected subcut- 
aneously, produced a protective colloidal ef- 
fect in the urine and prevented stone for- 
mation. Boyce and associates found no 
change in the total quantity of urinary col- 
loids nor in the precipitability of the urinary 
salts after hyaluronidase administration. 
Clinical experience has failed to justify the 
original claims made for the enzyme. 


Salicylate Therapy 

About five years ago we began searching 
for a new treatment to prevent calcium 
stone, having in mind the various defects 
and inadequacies of existing regimens. The 
new therapy had to meet certain specifica- 
tions because it must necessarily be carried 
on over a long period of time. The stone- 
forming tendency is not usually a transient 
episode. The new therapy had to be con- 
venient, not unpleasant or disciplinary to 
insure cooperation by the patient, and it had 
to be relatively inexpensive. From the lit- 
erature we had learned that the solubility 
of calcium phosphate is increased in the 
presence of glucuronic acid. This acid is 
normally present in small amounts in every- 
body’s urine. The glucuronic acid molecule 
looks like the glucose molecule with some 
additional oxygen. Many metabolic products 
are excreted in the urine combined with 
glucuronic acid, including a large number of 
drugs. It is common pharmacologic knowl- 
edge that the amount of glucuronide in the 
urine may be markedly enhanced by increas- 
ing the dosage of the drug which has to be 
excreted as a glucuronide salt. Apparently 
the body manufactures glucuronide from 
glucose in accordance with the demand for 
it. So we merely selected the commonest, 
cheapest and safest drug which would do 
this—and this was aspirin. Later we dis- 
covered that a related drug, salicylamide, 
produced a considerably higher glucuronide 
response in the urine. The table shows the 
average daily normal glucuronide excretion 
and the increase when aspirin and salicyla- 
mide in dosages of two gm. per day is em- 
ployed. 

So, by administering a salicylate we stim- 





Urinary Excretion of Glucuronide 


Normal 0.1 to 0.6 gm. 
Aspirin 2 gm/day 0.6 to 1.5 gm. 
Salicylamide 2 gm/day 1.0 to 3.5 gm. 





_ ulated a marked increase in the amount of 


glucuronide in the urine and this was be- 
lieved to increase the solubility of calcium 
salts which may form stone. 


After several years experience we dis- 
covered some inconsistencies in the theory 
although our clinical results were fairly 
good. In our laboratory we were trying to 
elucidate the nature of the mechanism 
whereby the calcium appears to be solu- 
bilized, or, in other words, made unavail- 
able for stone formation by salicylate ther- 
apy. We found that while glucuronic acid 
solubilized some calcium it was not enough 
to explain what happened. 


Also, there had been failure to prevent 
stone growth in some of the cases in which 
the urine was infected by bacteria which 
split urea to form ammonia. In this very 
alkaline urine two of the stone salts, calcium 
phosphate and magnesium ammonium phos- 
phate, are very insoluble. These are the two 
salts which composed the large staghorn 
calculi. 


Scanty and conflicting reports in the lit- 
erature mentioned that salicylate end pro- 
ducts are excreted in the urine as acid 
ethereal sulfate salts as well as glucuronide 
salts. The table shows the average amount 
of ethereal sulfate in the urine and the in- 
crease due to salicylamide administration. 
Ethereal sulfate salts are organic, highly 
ionized and soluble and are to be distin- 
guished from the common inorganic sulfate, 
also present normally in large amounts. We 
believe that soluble ethereal sulfate salts of 
calcium are formed in the urine by salicylate 
administration. It is ironical that we did not 
recognize the significance of the ethereal 
sulfate earlier. We now believe that there 
are two mechanisms which bind calcium in 
the urine, glucuronide and ethereal sulfate. 


Despite the fact that the ethereal sulfate 
radicle is very acidic we have noted no sig- 
nificant increase in acidity of the urine in pa- 
tients on salicylamide administration. In- 
stead neutral salts are formed which remain 
in solution. However, we have made no care- 





Urinary Excretion of Ethereal Sulfate 
Normal (0.04-0.1 gm.) usually 0.04 -0.06 gm. 
Salicylamide 2 gm/day 0.2 - 0.35 gm. 
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EXCRETION OF SOLIJBLE CALCIUM SALTS BY SALICYLAMIDE THERAPY 





Glucose Salicylamide Sulfur Amino Acids G.I. Tract 
(food) (medication) (food) 
Salicyl glucuronide Ethereal sulfate of Blood 
salicylamide 
~—Caleium Salt of Calcium salt of .# Urine 


Salicyl glucuronide 


ethereal sulfate of 
salicylamide 








ful studies of urinary acidity in these cases 
as yet. We believe that salicylamide therapy 
furnishes acid radicles in the urine to com- 
bine with cations such as calcium, magnes- 
ium, sodium or ammonium. It is obvious 
that the acid ethereal sulfate is more potent 
than glucuronide acid in binding calcium. 

In beginning treatment, we started all pa- 
tients on two grams of aspirin daily; this 
meant taking two aspirin tablets three times 
daily—a very simple and convenient pro- 
cedure. This dosage was selected somewhat 
empirically as a safe and acceptable one for 
prolonged medication. Inspection of the lit- 
erature had suggested, that, aside from the 
occasional gastric intolerance of salicylates, 
and the rare case of idiosyncracy to the drug 
in any dosage, that the more serious compli- 
cations generally followed a dosage of at 
least six grams daily. As has been stated, 
we switched to a related drug, salicylamide, 
when it was found that it produced a con- 
siderably higher glucuronide and ethereal 
sulfate response in the urine and we have 
used it almost exclusively since in the same 
dosage, two grams a day. In addition it is 
slightly better tolerated by some individuals 
who developed heartburn on aspirin. Buf- 
fered aspirin produces the same response as 
does aspirin, and is, therefore, believed to 
be inferior to salicylamide for our purposes. 
In addition, the buffering alkali may be 
slightly undesirable, at least from a theo- 
retical standpoint, because it might neutral- 
ize some of the ethereal sulfate. 

In addition to the daily dose of salicyl- 
amide we ask our patients to force fluids 
and to avoid milk as a beverage and to eat 
no cheese. There are no other restrictions. 

Considerably more than 100 patients have 
been under treatment for varying periods 
of time up to 414 years. The original study 
group consisted of 19 patients, all of whom 
had histories of severe or moderately severe 
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recurrence of calcium stone. Chronic ob- 
structive changes of the upper urinary tract 
were present in six and 16 of the 19 had 
chronic urinary infection. The organisms 
included urea-splitting bacteria. No patient 
was uremic but six had only poor or fair 
renal function. Some were free of stone and 
some had stone ‘existing in the kidneys at 
the time treatment was started. 


Extensive laboratory studies were made 
on all patients before treatment was begun 
and these studies were repeated at intervals. 
This included x-rays of the kidneys every 
six months to determine if new stone had 
formed or if there had been any increase in 
size or density of calculi existing at the time 
treatment was started. 


In this original study group of 19 patients 
it is possible to report the following results: 
one patient was a failure from the start—he 
continued to make stone at a rapid rate. In 
five others there has been some increase in 
size or density of pre-existing calculi—in 
three of the cases it was slight, in two quite 
considerable. These were patients with urea- 
splitting urinary infection. Only one pa- 
tient has developed a new stone which he 
passed. In the other 13 patients we are rea- 
sonably certain that there has been no new 
stone formed and no increase in size or den- 
sity of calculi existing before treatment was 
started. In several of these patients the re- 
sults were quite remarkable. One patient 
had passed over 100 calculi in a period of 
14 years and had been unable to work much 
of the time; on salicylate for the past four 
years he had passed one small stone and has 
been able to work regularly. 


A much larger group of patients has been 
under treatment and observation for shorter 
periods. Some of these have had less severe 
stone disease and all have not remained on 
the regimen continuously. Some have drop- 
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ped from sight. It seems reasonable to be- 
lieve that the results may not have been as 
good as in the original group which was 
composed of dedicated patients, all of whom 
had had considerable trouble with stone in 
the past. 

Other physicians have tried salicylate 
therapy and we have had reports of success 
and also of failure. Most of the failures oc- 
curred when urea-splitting infection was 
present in the urine. We believe that the 
reason for failure in these cases may be that 
ammonia which results when urea is split 
combines with ethereal sulfate, making the 
latter unavailable for combination with 
calcium. Ammonia is a base and competes 
with calcium for the ethereal sulfate. 

Some failures were the fault of the phy- 
sician or patient. You can’t just give the 
patient a bottle of salicylamide tablets and 
then forget him. He must be seen regularly, 
the urine carefully examined and the degree 
of his cooperation in the program assessed, 
as is well known. Most chronic stone form- 
ers are notoriously careless about cooperat- 
ing when they are free from pain. 

Contraindications to Salicylate Therapy 

We do not recommend the use of salicylate 
drugs in patients who are uremic because 
there is danger of toxicity from retention of 
the drug. In patients with reduced renal 
function but who are not uremic salicylate 
administration may be attempted but only 
with continuing and rigorous medical super- 
vision. As long as it can be demonstrated 
that the drug is being excreted it may be 
safe to continue treatment. This decision 
will depend on the laboratory and not on a 
casual office visit and routine urinalysis. 

The patient who has a history of duodenal 
ulcer and of urinary stone, a not uncommon 
combination, may provide a real problem. 
Salicylates may activate his ulcer and we 
have had one such case. Duodenal ulcer may 
provide a real contraindication to salicylate 
therapy. We have no evidence that it is of 
value in uric acid or cystine stone. 


Indications for Salicylate Therapy 
I do not believe that this regimen is in- 
dicated in the patient who has merely passed 
his first ureteral calculus or who has un- 
complicated stone recurrence at long inter- 
vals. The frequency of recurrence, the rela- 


tive ease or difficulty experienced in getting 


“rid of the stone, and the patient’s personal 


inclinations are to be considered. 


The real value of salicylate therapy in 
preventing calcium stone will only become 
obvious after enough patients have been 
treated by a large group of physicians for 
some years. In the individual case the re- 
sult may not be obvious after many years 
unless there is failure to prevent stone 
growth. This is because of the nature of 
stone disease; recurrence is unpredictable. 
We have heard more about the failures than 
the successes—as would be expected. 


As an index of presently existing thera- 
peutic effectiveness we have been determin- 
ing the quantitative increase in glucuronide 
and ethereal sulfate in the urine of patients 
under treatment. These are laboratory pro- 
cedures not available at present in the av- 
erage clinical laboratory. Only experience 
will determine whether they will be neces- 
sary in routine therapy. 


Salicylate drugs are cheap and this in- 
cludes salicylamide. The addition of vitamin 
A or C, cortisone, alkalies, atropine deriva- 
tives, antispasmodics, narcotics and anti- 
biotics to salicylamide has either been pro- 
posed or already exists in products which 
are advertised to prevent kidney stone. None 
of these additions are useful for our pur- 
pose and some may even be harmful when 
taken over prolonged periods. I suggest that 
you prescribe salicylamide alone. And be 
sure that your druggist gets good salicyla- 
mide. One or two brands are manufactured 
without “quality control’ I am told. These 
are sold wholesale to druggists much cheap- 
er than the others. Demand that your drug- 
gist not buy the cheapest brand. 


One more point—don’t put off operation 
for stone when it is indicated. To do so may 
result in damage to the kidney; salicylamide 
will not dissolve hard stone. Give the drug 
to prevent recurrence. 


I would like to emphasize that we do not 
claim that we have a proved therapy or one 
which will prevent stone in all cases, but 
only a promising one. Only you gentlemen 
can determine its value by trying it out. I 
recommend it for your consideration. 


1101 Beacon Street, Brookline, Massachusetts 
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Dermatomyositis and 


Systemic Lupus Erythematosus in Childhood 


The occurrence of dermatomyositis and 
systemic lupus erythematosus in childhood 
is not altogether uncommon. Both are seri- 
ous systemic diseases with clinical patterns 
that overlap and are sometimes indistin- 
guishable. It is the purpose of this paper to 
clarify some of the difficulties of diagnosis 
and management and to emphasize the dev- 
astating effects of these diseases on this 
age group in particular. 


Wedgwood and associates,' Roberts and 
I,7 and Everett and Curtis* have recently re- 
viewed series of cases of dermatomyositis in 
which the patients were children, in some 
cases, infants. The sex distribution is pre- 
dominantly female, with a ratio of two to 
one. My colleagues and I at the Mayo Clinic 
find that about 20 per cent of all cases of 
dermatomyositis have their onset before the 
age of 15 years.' 


Figures on systemic lupus erythematosus 
are less clear. The application of the L.E. 
clot test in recent years has improved the 
possibilities of accurate diagnosis. Certain- 
ly the very young are rarely affected. Zet- 
terstrom and Berglund’ described the course 
of 11 children with systemic lupus erythema- 
tosus seen in Stockholm during a three-year 
period ending in 1955. There were six girls 
and five boys in the series; the youngest 
child was five years old, and six were in the 
11 to 13-year-old group at the onset of symp- 
toms. The result of the L.E. clot test was 
positive in only five cases. Rollins and I° 
reviewed 18 cases of acute systemic lupus 
erythematosus in children seen at the Mayo 
Clinic within a five-year period ending in 
1954. Six were less than ten years of age 
at the onset of symptoms, the youngest be- 
ing two years old. There were 16 girls and 
two boys, a ratio of eight to one. This is 
compatible with the sex ratio of the disease 
in adults. 


*“The Mayo Foundation, Rochester, Minnesota, is a part of 
the Graduate School of the University of Minnesota. 
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Clinical Features (Table 1) 


Dermatomyositis—The cardinal feature 
of this disease is muscular weakness. Chief- 
ly the skeletal muscles of the shoulder girdle 
and the pelvis are affected. The head droops 
forward and the arms are elevated with dif- 
ficulty. The child may be unable to sit up 
unaided from the supine position. Other 
common movements such as climbing steps, 
bending over or rising from a sitting posi- 
tion on the floor may be impossible. Later, 
weakness of the diaphragm, the palate or the 
ocular muscles may appear. Fleeting muscle 
pains may occur, and tender areas of doughy 
infiltrates and later fibrous stringy bands 
may be detected in the biceps and ham- 
strings. Peripheral neuritis is absent. The 
sensorium is normal. 


Despite these muscular signs, in the early 
stages of the disease the child is usually not 
sick. Occasionally a mild febrile bout or ex- 








Table 1 
Dermatomyositis Versus Systemic Lupus 
Erythematosus in Childhood: 
Clinical Features 





Systemic lupus 
erythematosus 


Dermatomyositis 


Famales predomi- 
nate 8:1 


Females predominate 2:1 


Onset acute or 
Onset insidious insidious 
Weakness, particularly should- Fatigue 
er and hip girdle, upper part 


of gastrointestinal tract 
Muscular pain Arthralgia 


Fever and prostra- 
tion 


Low fever 


Nephritis 
Pleurisy 

Serious exudates 
Convulsions 


Rash, face (butter- 
Edema, face fly) and V of neck 
Heliotrope eyelids 

Purpura including 


Suffusion, face and neck fingertips 


Plaques over knees, elbows, 
knuckles 

Poikiloderma 

Pigmentation Mucosal lesions 
Hirsutism 


Calcinosis 











posure to the sun seems to have precipitated 
the illness. Early symptoms include general 
malaise, listlessness, irritability, anorexia 
and, sometimes, abdominal pains with vom- 
iting. 

The skin eruption in dermatomyositis is 
polymorphic. Edema of the face beginning 
in the periorbital regions is seen early. 
Edema may become generalized. The eyelids 
show a faint heliotrope hue associated with 
tiny telangiectatic vessels. A dusky erythe- 
matous suffusion appears on the face and 
gradually extends over the neck and should- 
ers. Urticaria may be an early sign. Oc- 
casionally photosensitivity is noticed. Later, 
small, shiny, bluish-red plaques appear over 
the bony protuberances of the knuckles, el- 
bows, knees and ankles. These may persist 
or fade into atrophic patches. Alopecia is 
commonly seen. As the disease progresses, 


10 


the skin becomes pigmented and telangiecta- 

“tic to form the mottled pattern known as 
poikiloderma. Hypertrichiasis is frequent. 
Calcinosis cutis occurs in some 40 per cent 
of those who recover.’ ‘ This may appear as 
single nodules over the bony prominences, or 
as a diffuse process involving the soft tis- 
sues and the tendinous sheaths where the 
disease has been most active. Relapses are 
rare. 


Systemic Lupus Erythematosus.—In con- 
trast to the insidious onset and irregular 
pattern of dermatomyositis, early systemic 
lupus erythematosus is usually character- 
ized by an abrupt febrile illness, pain and 
swelling of the joints with a sense of pro- 
found fatigue and prostration. A brief bout 
of infection of the upper respiratory pass- 
ages may have preceded the acute illness by 
a period of weeks or months. Not infre- 
quently the acute reaction is precipitated by 
severe sunburn. The typical butterfly ery- 
thema of the face is an early sign and may 
appear first of all. The rash may become 
generalized or become localized to the palms 
and soles or tips of the fingers and toes in 
association with petechiae. The eruption 
may come and go with relapses and remis- 
sions of the systemic reaction. Mucosal les- 
ions as well as bouts of purpura occur in the 
more seriously ill. Occasionally purpura is 
the presenting sign of the disease. 


During the acute phase the pulse is fast 
and often irregular, and cardiac murmurs 
appear. Pericardial and pleural friction 
rubs are common. Effusions soon develop. 
In children, signs of renal irritation and 
nephritis occur more commonly than in 
adults, and forebode a poor prognosis. In- 
volvement of the central nervous system in 
the form of hemiparesis, coma and convul- 
sions may occur during febrile reactions or 
as a terminal phenomenon. 


Laboratory Characteristics (Table 2) 

Dermatomyositis—In contrast to lupus 
erythematosus, dermatomyositis causes only 
minimal abnormal findings in the conven- 
tional laboratory examinations. Mild anemia 
may be present, but the leukocyte count is 
usually within normal range. The sedimen- 
tation rate, except in the severely ill, is never 
elevated to the degree that it is in systemic 
lupus erythematosus. The urine is usually: 
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Table 2 


Dermatomyositis Versus Systemic Lupus 
Erythematosus in Childhood: 
Laboratory Findings 





Dermatomyositis Systemic lupus 


erythematosus 
Pancytopenia 
Evidence of renal dam- 
age 
Sedimentation rate 
high to very high 
Generally normal or ab- Abnormal serologic re- 
sent action for syphilis 
Low serum proteins 
with high gamma 
globulin 
L.E. cell test: positive 
reaction 


Abnormal electromyo- 
graphic findings 

Muscle-biopsy findings 
distinctive 

Skin-biopsy findings 
nondistinctive 


Skin-biopsy findings 
distinctive 


Basal metabolic rate 
increased 


Serum (glutamic oxal- 
acetic) transaminase 
increased 











normal. The serum proteins may be altered 
in the late stages. The L.E. clot test gives 
a negative reaction. Exceptionally, a weak- 
ly positive reaction may be obtained but this 
is not consistent. The electrocardiogram may 
reveal myocardial damage. The basal met- 
abolic rate is commonly elevated. Biopsy 
of affected skin shows a nonspecific inflam- 
matory reaction. 


Most valuable information can be obtained 
from electromyographic study, muscle bi- 
opsy, and the measurement of serum transa- 
minase. Definite electromyographic changes 
indicative of myositis may be observed, both 
in a resting and in a contracted muscle. 
Electromyographic examination may help to 
point out the site most likely to yield fruit- 
ful information on muscle biopsy. Patho- 
logic changes observed in muscle vary with 
the intensity of the disease. These may 
range from normal structure to complete 
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dissolution of the parenchyma with fibrous 
replacement. Evidence of myositis is only 
one link in the diagnostic chain. Recent ex- 
perience indicates that one of the most valu- 
able laboratory tools in the diagnosis and 
appraisal of activity of dermatomyositis is 
measurement of the serum (glutamic oxal- 
acetic) transaminase.‘ Normal values rare- 
ly exceed two micromoles per milliliter per 
hour. In the active stages of dermatomyo- 
sitis the values may reach a level of 36.5 
micromoles, varying according to the acuity 
of the process. While the test is nonspecific 
(abnormal values have been reported in 
cases of lupus erythematosus and in assort- 
ed muscular disorders), it more or less meas- 
ures the degree.of muscular degeneration. 
Normal values are never found in active 
dermatomyositis. 


Lupus Erythematosus.—A high sedimen- 
tation rate is a characteristic and constant 
finding. Often it exceeds 100 mm. (Wester- 
gren method). More or less anemia is pres- 
ent, according to the stage of the disease. 
Occasionally a picture of acute hemolytic 
anemia is an early sign. Leukopenia is com- 
mon, although leukocytosis may occur. The 
number of platelets is generally decreased. 
Earliest signs of the disease may be those 
of idiopathic thrombocytopenic purpura. In 
some cases, splenectomy is performed, with 
the development of the fulminating lupus 
process a late consequence. The values for 
serum proteins are usually below normal, 
with reversal of the albumin-globulin ratio 
by reason of an elevated level of gamma 
globulin. The blood test for syphilis may 
give a positive reaction on a nonspecific 
basis. The L.E. clot test in acute lupus ery- 
thematosus almost invariably gives a posi- 
tive reaction when the process is well estab- 
lished. In the early stages, in subacute 
forms, the reaction may be negative or 
equivocal. In children, signs of renal irri- 
tation may occur early in the disease. More 
than half the patients show renal involve- 
ment at the time the diagnosis is first made. 
Signs of renal failure predicate a bad prog- 
nosis. Retinal changes in the form of fluffy 
exudates are less commonly seen in children 
than in adults. The histopathologic features 
of the skin lesions in acute lupus erythema- 
tosus are distinctive. 








Differential Diagnosis (Table 3) 


Table 3 
Dermatomyositis Versus Systemic Lupus 
Erythematosus in Childhood: 
Differential Diagnosis 





Systemic lupus 
erythematosus 


Dermatomyositis 


Rheumatic fever 
Acute rheumatoid arthritis 
Subacute bacterial 
endocarditis 
Dermatomyositis 
Thrombocytopenic purpura 
Acute glomerulone- 


Early 
Polymyositis 
Rheumatic fever 
Muscular dystrophy 
Myasthenia gravis 
Poliomyelitis 
Periarteritis nodosa 


Addison’s disease phritis 
Trichinosis Erythema solare 
Hyperthyroidism Urticaria 


Anorexia nervosa Dermatitis medicamentosa 
Erythema solare 


Lupus erythematosus 


Late 

Scleroderma 

Lupus erythematosus 
Porphyria 

Cushing’s syndrome 
Muscular dystrophies 
Idiopathic calcinosis 
Poikiloderma 











Dermatomyositis.—The true nature of the 
illness is rarely suspected at first. In only 
four of the 40 cases recorded by Roberts 
and myself was dermatomyositis properly 
considered at the time of admission to the 
clinic. Cutaneous signs may be absent in 
the beginning. In some instances a puzzling 
form of polymyositis may precede the erup- 
tion by months or as long as two or three 
years. The condition may be confused with 
muscular dystrophy. When the eruption is 
present and the joints are affected and ar- 
thralgia is present, the condition may re- 
semble lupus erythematosus, rheumatic fev- 
er or erythema solare. Rare conditions such 
as periarteritis nodosa, trichinosis and bru- 
cellosis also come into consideration. 


Lupus Erythematosus.—Early signs of 
acute lupus erythematosus in children often 
comprise a facial eruption, fever and ar- 
thralgia. Sometimes the eruption is precipi- 
tated by severe sunburn. The earliest con- 
siderations include the possibility of acute 
rheumatic fever or subacute bacterial endo- 
carditis. The eruption may resemble ery- 


12 


* 


thema solare or a drug reaction. Pulmonary 
signs may occur initially in the form of 
pleural pains, effusions or pneumonia. In 
rare instances the renal changes predomi- 
nate early. Now and then a preliminary 
bout occurs resembling upper respiratory 
infection, usually with fever and symptoms 
of fatigue out of proportion to what would 
be expected. Recovery is not complete and 
relapse occurs within a few weeks or months. 
Bouts of purpura may occur as early signs, 
or anemia of severe degree may appear. The 
clinical pattern of systemic lupus erythema- 
tosus has taken the place of that of syphilis 
as a mimic of most severe systemic diseases. 


Pathology (Table 4) 


Table 4 
Dermatomyositis Versus Systemic Lupus 
Erythematosus in Childhood: 
Pathology 





Systemic lupus 
erythematosus 


Dermatomyositis 
Degeneration of muscu- 
lar parenchyma 


-Fibrinoid degeneration 
of small blood vessels 





No renal changes 


Cardiac changes infre- 
quent; occasionally 
myocarditis 


Diffuse calcinosis (es- 


“Wire-oop” 
glomerulonephritis 





‘Libman-Sacks endocar- 
ditis, pericarditis 


Calcinosis very rare 


pecially in females) 


Associated malignancies No malignancies 
(in adults) 











Dermatomyositis.—Widespread degenera- 
tive changes occur throughout the paren- 
chymal and interstitial tissues of the skeletal 
muscles and, sometimes, the heart. Repair 
occurs by fibrosis with loss of function and 
with development of calcinosis in the af- 
fected tissues. Death may result from fail- 
ure of the muscles of deglutition and of the 
diaphragm, followed by pneumonia. Death 
may occur from abdominal complications 
such as a ruptured gut, and at necropsy mu- 
coid degeneration of fat may be present with 
significant alterations in the walls of the 
blood vessels. 


Lupus Erythematosus. — Widespread 
edema and diffuse fibrinoid degeneration of 
the connective tissue are invariably present, 
but the findings at necropsy may be disap- 
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pointing. Pericarditis and Libman-Sacks 
disease commonly occur. Pleuritis, inter- 
stitial pneumonitis, atelectasis and terminal 
bronchopneumonia are not uncommon. 
Widely scattered vascular lesions of the cen- 
tral nervous system may be found. Patho- 
logic changes in the kidney, consisting of 
hyaline thickening of the capillary loops, oc- 
currence of hematoxylin bodies and focal 
necrosis, and proliferative glomerulone- 
phritis with the characteristic “wire-loop” 
changes of the basement membranes are 
distinctive. 


Etiology 


Nothing is known about the etiology of 
these two diseases. In systemic lupus ery- 
thematosus, evidences of a hypersensitive 
state akin to that of periarteritis nodosa 
have been presented, but these are disputed. 


Course 


Dermatomyositis.—In children the disease 
is usually more severe than in adults. The 
mortality rate in childhood approximates 25 
per cent or more. On the one hand, only a 
few muscles may be involved and the child 
may recover completely; on the other hand, 
there may be a fulminating course with 
edema outstanding and with death occurring 
a few weeks or months after the onset of 
symptoms. Few patients escape residual de- 
bility. Remissions are less common than in 
lupus erythematosus but they may occur. 
Patients in our series who survived had 
reached a static stage at the end of five 
years. Some degree of calcinosis of the skin 
and the affected muscles appeared in about 
40 per cent of the cases. 


Lupus Erythematosus.—The disease may 
occur in the subacute form with clinical and 
laboratory features of mild degree, and the 
result of the L.E. clot test may remain neg- 
ative. The diagnosis here is usually contro- 
versial. Acute systemic lupus erythematosus 
in childhood is serious. During the early 
months of the disease, bouts of fever may 
occur with or without an eruption. Unfa- 
vorable reactions to common drugs or other 
procedures such as blood transfusions are 
commonly noted. More than half ‘the pa- 
tients succumb within the first two years 
of the disease, death resulting from pneu- 
monia or, more likely, progressive renal fail- 
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ure. Evidences of involvement of the nerv- 
ous system are usually late. Calcinosis is 
rare. 


Treatment (Table 5) 


Table 5 


Dermatomyositis Versus Systemic Lupus 
Erythematosus in Childhood: 


Outcome 





Systemic lupus 
erythematosus 


Dermatomyositis 
25 per cent dies within — 
2 years 


70 to 80 per cent die 
within 2 years (usually 
cardiorenal) 


20 per cent recover with Early remissions not 
minimal deformity uncommon 


“per cent becor Remainder supported by 
steroids mostly, or 
antimalarials 


55 per cent become 
chronic with muscular 
deformity 


common 











Dermatomyositis.—Since the cause of the 
disease is unknown, treatment is empiric. 
The measure of the serum transaminase is 
a good index of the degree of severity of the 
disease. Whether steroids are of value in 
the control of dermatomyositis is contro- 
versial, but sufficient benefits have been 
demonstrated to justify an attitude of guard- 
ed optimism. The use of ACTH is usually 
not practical in children. Large doses of hy- 
drocortisone in the range of 200 mg. per day 
must be initiated in the acute stages and 
maintained according to the severity of the 
disease. Large doses of steroids are usually 
well tolerated by children but the usual 
complications of steroid therapy must be 
anticipated. Of the newer drugs, triamcino- 
lone may be thought to be useful because of 
its minimal influence on the electrolytes but, 
on the other hand, peptic ulcers associated 
with the use of triamcinolone are being re- 
ported and, in certain patients on long-term 
therapy, muscular weakness develops insid- 
iously'® and is particularly undesirable in 
dermatomyositis. The sick patient is com- 
pletely bedridden but the recovering patient 
should not be immobilized too long. Physi- 
cal therapy should be started early in the 
disease to anticipate and prevent contrac- 
tures. The value of antimalarial drugs in 
the treatment of dermatomyositis has not 
been established. 








Lupus Erythematosus.—The aim of treat- 
ment in lupus erythematosus is control of 
symptoms, and this can be accomplished by 
rest in bed and the use of steroids. The 
choice of drug rests with the experience of 
the observer.'' Cortisone preparations should 
be used strictly according to indications, and 
in the early cases they should not be given 
at all. Of the antimalarials, chloroquine, 
250-mg. tablets given two or three times a 
day, may be helpful; such treatment should 
be limited to the chronic phases or to the 
stages of recovery. Acetylsalicylic acid and 
rest in bed may be sufficient to control 
symptoms. It is not a good idea to direct 
treatment with steroids toward a certain 
phase of the disease or of the laboratory 
picture such as a positive result with the 
L.E. test, or to interrupt treatment should 
the reaction of the L.E. test be reversed to 
normal. 


In the early stages of the disease, remis- 
sions may occur, and at such a time it is 
particularly important to maintain control 
of physical activities and to emphasize that 
the child be kept at rest, out of school and 
out of ordinary activities of play. In the 
fulminating cases, enormous doses of ste- 
roids may be required to control symptoms; 
treatment should be regulated carefully ac- 
cording to indications and with an anticipa- 
tion of unfavorable complications. In chil- 
dren, unfortunately, signs of renal irrita- 
tion and nephritis appear during the first 
few months in a large number of cases. 
These changes may fluctuate from time to 
time, but usually they bode ill. In the sub- 
acute phases of the disease, the symptomatic 
management by means of steroids or other 
measures should be on the conservative side. 
The administration of acetylsalicylic acid or 
antimalarials may suffice. The use of ac- 
cessory measures such as blood transfusions 


is helpful but transfusion reactions may be 
anticipated. Occasionally the presenting 
symptoms are those of purpura with throm- 
bocytopenia, and splenectomy may seem to 
be indicated. When this syndrome appears 
as the early phase of lupus erythematosus, 
it is my experience that splenectomy does 
not alter the eventual course of the disease. 


Under few circumstances is there any rule 
of thumb for the management of systemic 
lupus erythematosus. A patient whose dis- 
ease is under apparent control with steroids 
may develop hidden complications in the 
form of a masked infection, which may be 
uncontrollable. In no other condition is the 
management so highly individualized. 
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Experimental Background for 


OPEN HEART SURGERY at the 
University Hospital, in Oklahoma City, Okla.* 


NAZIH ZUHDI, M.D., JOHN M. CAREY, M.D., ALLEN E. GREER, M.D., 
PEGGY JOHNSON, R.N. and MARY LOU FAGGELLA, R.N. 


The past few years have brought about an 
impressive variety of techniques for success- 
ful direct vision intracardiac surgery. Hy- 
pothermia was used first but because of the 
limitation of time imposed upon the surgeon, 
it has been largely replaced by other tech- 
niques. 


Reduced to its simplest form, a systemic 
perfusion apparatus consists of a pump to 
replace the heart and an oxygenator to ful- 
fill the vital functions of the lungs. 


The pump: Several simple pumps are 
capable of taking over the function of the 
heart. The commercially available sigma- 
motor pump** has proved to be a very 
dependable piece of machinery.' Several 
models are available and the latest TM 2 is 
compact, sturdy, beautifully encased, easy 
to maintain, simple to set, quick to calibrate 
and capable of delivering high outputs. It 
needs no sterilization and the investment is 
reasonable. One of the authors (N.Z.) had 
personal experience with the sigmamotor,' 
modified Dale-Schuster? and United Shoe 
Machinery Corporation**** pumps. They 
are all adequate for perfusion purposes. The 
sigmamotor pump encompasses so many de- 
sirable features that it was adopted by our 
group. 


The oxygenator: Oxygenators, at present, 
fall in one of three basic types: 1) Bubble 
oxygenators in which oxygen is directly in- 
troduced into the venous blood, the most 
eloquent example being the one developed 
by DeWall and Lillehei.!| An oxygenator 
based on the same principles and weighing 


*Supported by a grant from The Oklahoma State Heart As- 
sociation, grant No. H-1889 from the National Heart Institute 
(U.S.P.H.S.) and Kimray, Inc., Oklahoma City, . Okla. 


**Sigamotor, Inc., Middleport, New York. 


***United Shoe Machinery Corporation, Beverly, Massachus- 
etts. 
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a few hundred grams has great potentiali- 
ties.’ 2) Film oxygenators in which the 
blood is spread over surfaces and thus comes 
in contact with ambient oxygen, such as 
those constructed by Gibbon, Dennis’ and 
Kay-Cross and 3) membrane oxygenators in 
which a membrane permeable to oxygen in- 
tervenes between blood and oxygen, such as 
the one described by Clowes. 


Several types of heart-lung machines have 
been used successfully in this country. Re- 
search is going on in thist and other centers 
to develop new and better ones. The problem 


tIn conjunction with the Departmentof Petroleum Engineer- 
ing at Oklahoma University, Norman, Oklahoma and Kimray, 
Inc., Oklahoma City, Okla. 








that faced us was to choose one for immedi- 
ate clinical application. Being acquainted 
(N.Z.) with the first two categories of oxy- 
genators, °*° the following factors governed 
our decision as to the type to be adopted. 


1) Safety to patient: All three types are 
relatively safe. The bubble oxygenator has 
been used on a greater number of patients 
than any other type and the large series of 
Lillehei and Cooley demonstrate its wide 
margin of safety and usefulness. The bio- 
chemical and blood destruction alterations 
are roughly the same. The blood-brain bar- 
rier disruption is definitely minimal when 
a DeWall bubble oxygenator is used in its 
latest modification with the cannister pre- 
ceding the helix.’ The studies performed by 
our group on the brains of 12 dogs perfused 
a la Lillehei revealed no gross pathology 
and no major microscopic alterations.’ 


2) Ease of assembly: The sterilized tubing 
in a DeWall bubbler is mounted and primed 
with blood in about forty-five minutes. Cali- 
bration takes about five to ten minutes 
longer. 


3) Simplicity of maintenance: The tubing 
in a DeWall oxygenator is disposable. Blood 
does not come in contact with any part of 
the permanent setup (except the cannister 
and the metal connectors) and thus clean- 
ing is reduced to a minimum. Nothing could 
go wrong with the oxygenator that will need 
any specialized know how in mechanics, en- 
gineering and workmanship. A machine 
shop and a full time mechanic are used by 
some groups who operate a filmer as an 
oxygenator. 


4) Facility of performance: One person 
may run the DeWall-Lillehei heart-lung ma- 
chine. We trained two nurses to run it in- 
dependently and jointly. Each has done a 
most trustworthy performance in the last 
forty perfusions. 


The heart-lung machine: Thus a DeWall- 
Lillehei heart-lung machine was adopted by 
our group for the present time (Fig. 1). 
The only difference lies in the filter used.* 


Animal perfusions: The authors have per- 
formed collectively, individually and/or as 


*Double metal filter graciously supplied by Abbott, North 


Chicago, Illinois. 
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a group more than 300 perfusions. The re- 
sults obtained in the last 27 consecutive 
cardiac by-passes will be reported. The dogs 
were perfused shortly following their acqui- 
sition. Thus we knew very little of their 
general condition. Their weight varied be- 
tween 12 and 30 kilograms. The operative 
technique was clean but not aseptic. The flow 
rates varied between 40 and 70 ccs./kilo- 
gram of body weight. The perfusions lasted 
about thirty minutes. A right atriotomy 
was performed, an interauricular defect 
created and closed in 15 dogs. Dog #26 had 
coronary retroperfusion for 15 minutes.° 
Penicillin was administered on the day of 
the perfusion. 


Results: All dogs survived the procedure 
as far as the immediate postoperative period 
is concerned. Five dogs failed to regain 
their preoperative health. 


Causes of death: Dog 1 and dog #21 died 
six and seven days postoperatively. The 
former was not posted. The latter Id 
empyema (the only infection in this 
series despite the lack of asepsis). Dog 
#4 was sick and emaciated prior to perfusion 
and thoracotomy revealed a huge tumor of 
the lung and mediastinum. Dog ¢6 had an 
endotrachael tube misplaced in the esoph- 
agus for about fifteen minutes before the 
mistake was discovered. This dog was an- 
oxic for that period of time and he expired 
the night of the perfusion. Dog #15 had an 
inadvertant puncture of the aorta with blood 
loss and unavailability of blood for replace- 
ment. 


Discussion: In a sizeable group of patients 
in the State of Oklahoma direct vision is 
needed for definitive repair of their congen- 
ital and acquired heart disease. It is esti- 
mated that about 1,000 infants are born 
each year in the State of Oklahoma with 
congenital heart disease and more than half 
may need open heart surgery. If the repair 
of their defect is not performed, their life 
expectancy is greatly shortened and they do 
not become useful members of society. Ad- 
ditional thousands of persons have acquired 
heart disease which is not amenable to cor- 
rection by the conventional techniques of 
“blind” heart surgery. Because of the load of 
patients to be dealt with, several groups 
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Figure 1. 


The overall picture of the DeWall-Lillehei heart-lung machine as assembled in our laboratory with 





some of its latest modifications. The only difference lies in the filter used. 


performing this type of surgery will be 
needed in the State of Oklahoma. 


Summary: A DeWall-Lillehei type heart- 
lung machine has been adopted by our group 
at the present time. It has proved itself to 
be safe, efficient and dependable in our ex- 
perimental laboratory. 
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GENITAL TRACT DISCHARGE 


Genital tract discharge is a common 
symptom which leads a woman to consult 
her physician. The classic triad of symptoms 
in gynecology is pain, bleeding, and dis- 
charge. The cause of the discharge should 
be carefully determined by examination, and, 
when necessary by culture, suspension, X- 
ray, and surgical exploration. 


Discharge Due to Vaginitis 


Vaginal cultures and suspensions were 
studied for 25 consecutive private patients 
whose chief complaint was vaginal discharge 
with the following results: 


Trichomonas Candida Bacteria 
pure | c bact. || pure | c bact.!| pos. | neg. 
1 3 || 5 4 20 5 

Totals 4 9 | 25 


One patient had no Trichomonas or Can- 
dida and culture revealed a pure growth of 


Lactobacillus acidophilus only. 


The organisms present in the 20 patients 
with positive bacteriological reports were as 
follows: 


Staph. aureus 


CU Eg |) 5 

RON NOS ano Se oS 3 
Streptococcus 

ee | |, a a ae ae” 4 

peta hemolytic... ......- 2 
Becherichia ool... ...........< 5 
PACUGOMONSES 622 ee 4 
Hemophilus vaginalis___________3 
Ne cinta ree iarasisaeatal 3 


It is of interest to physicians concerned 
with hospital infections due to Staphylococ- 
cus aureus, coagulase positive, that three 
cultures yielded this organism. Although 
“Nonspecific vaginitis” was reported by 
Gardner' as due almost entirely to Hemo- 
philus vaginalis, only three of this group of 
patients yielded this organism. No patients 
in this series took antibiotics within one 
-month prior to culture. 


Studies of vaginal secretions are becom- 
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ing increasingly complex. In previous years 
Trichomonas was the most frequent cause 
of discharge, with thrush being a less fre- 
quent offender. Undoubtedly the use of anti- 
biotics has influenced the vaginal bacterial 
flora in recent years, as was evidenced by 
findings of positive cultures for Candida in 
nine out of 25 patients, only four with 
Trichomonas. The presence of four cultures 
of Pseudomonas, three of Staphylococcus 
aureus, coagulase positive, and two of beta 
hemolytic Streptococcus would indicate that 
vaginal discharge could be a serious con- 
taminant in hospitals and a source of con- 
tinuing infections. 


Discharge Due to Pathologic Causes 


Abnormal secretion may occur as a result 
of pathologic disturbance in any portion of 
the genital tract from the vagina to the 
ovaries. This condition may be the result 
of direct disease, such as cervicitis, or may 
result secondarily from disturbances else- 
where, such as endometrial hyperplasia due 
to ovarian dysfunction. The following case 
histories demonstrate the importance of pur- 
suing the etiology of genital tract discharge 
until it is definitely established. 


Case #1. This 21-year-old gravida 1 
presented herself for examination because 
for three months a bloody vaginal discharge 
had occurred, lasting seven to ten days each 
month. Examination showed no abnormal- 
ity responsible for the bleeding. Endomet- 
rial biopsy showed degenerating chorionic 
villi, evidence of an old incomplete abortion. 


Case #2. In a 45-year-old gravida 1, 
whose chief complaint was vaginal discharge 
of three months duration, pelvic examina- 
tion showed a moderate cystocele and a 
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normal-sized uterus. The cervix was the site 
of a gangrenous polyp. D & C done at the 
time of removal of a cervical polyp showed 
endometrial polypi with no evidence of ma- 
lignancy. 


Case #3. A 22-year-old gravida 1 com- 
plained of vaginal discharge and infertility 
of 18 months’ duration. Pelvic examination 
showed the only abnormality to be an ex- 
tensive cervicitis, which five cauterizations 
were required to heal. The patient is now 
five months pregnant, with a grossly healthy 
cervix. 


Case #4. This 50-year-old gravida 1 had 
had vaginal discharge for three months. Ex- 
amination showed the uterus to be slightly 
enlarged; an endometrial biopsy was per- 
formed which revealed a glandular cystic 
hyperplasia. Therapy with male hormones 
for three months has resulted in cessation 
of symptoms. 


Case #5. A 56-year-old gravida 3 was 
examined because she had had a slightly 
bloody vaginal discharge for three weeks. 
On pelvic examination, the only abnormality 
was stenosis of the cervix and slightly en- 
larged uterus. She was hospitalized for D 
& C, at which time about 50 cc. of fluid was 
released from the uterine cavity. Her pyo- 
metrium has not recurred over the past 214 
years. 


Case #6. This 41-year-old gravida 3 
complained that over a six-month period of 
time bloody vaginal discharge had occurred 
every two weeks, lasting six days. Pelvic 
examination showed a normal-sized uterus 
with a second degree prolapse. Endometrial 
biopsy was reported as showing endome- 
trium, estrin phase. During subsequent 
months this patient developed profuse men- 
orrhagia and metrorrhagia. Vaginal hyster- 
ectomy showed the cause of the discharge 
to be multiple submucous myotama. 


Case +7. In a 45-year-old nulligravida 
who had |.t flashes and occasional exces- 
sive vaginal discharge, examination showed 
an erosion of the anterior cervical lip about 
114 em. in diameter. D & C and cone biopsy 
demonstrated early invasive carcinoma of 
the cervix. The patient is well with no evi- 
dence of tumor 18 months following irradi- 
tion therapy. 
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Case #8. Discharge began five months 
before examination in this 40-year-old gra- 
vida 3. It was clear and nonirritating in 
type and was not associated with bleeding. 
Pelvic examination revealed no cause for 
the discharge, but on endometrial biopsy 
the diagnosis was adenocarcinoma of the 
corpus uteri. This patient has no evidence 
of tumor now, 2!4 years after radium ap- 
plication and hysterectomy. 


Case #9. This 45-year-old gravida 4 
had noted excessive vaginal discharge for 
three to four months. At times it would be 
sufficient to soil the patient’s clothing, and 
she had on occasion wet the whole seat of 
her dress. Pelvic examination showed the 
only abnormality. to be uterine enlargement 
to about twice normal size. Biopsy showed 
endometrium, progestin phase. Menstrua- 
tion became profuse and the discharge more 
severe. Abdominal hysterectomy done two 
years ago showed the presence of endo- 
metrial polypi and a leiomyosarcoma in a 
degenerating myoma. The patient is now 
living and well. 


Case #10. This 60-year-old gravida 5 
had had episodes of watery vaginal dis- 
charge 12 weeks and eight weeks before ex- 
amination. There had been no menstruation 
in 18 years following six X-ray treatments 
given for heavy menstruation. D & C done 
elsewhere (one week prior to examination) 
produced tissue diagnosed as malignant, 
type unknown. No abnormalities on pelvic 
examination were noted. At panhysterec- 
tomy and bilateral salpingo-oophorectomy 
one month ago, the diagnosis was adeno- 
carcinoma arising in an endometrial polyp, 
with no extension into the myometrium. 


Conclusions 


Genital tract discharge often requires 
continued observation, repeated examination 
and special laboratory aid to determine its 
cause. Discharge may be only worrisome to 
an itching and uncomfortable patient; it can 
be of gravest import, however, as demon- 
strated by the discovery of four malignancies 
in 35 cases comprising this report. 
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The Role of 


RADIOISOTOPES in CLINICAL DIAGNOSIS 


CARL W. SMITH, M.D. and PHILIP C. JOHNSON, M.D. 


During the past decade radioisotopes have 
had an increasingly extensive use in clinical 
diagnosis. Many diagnostic tests have been 
proposed. Some have become the most re- 
liable tests available for the diagnosis of 
certain diseases. Others have failed to be 
accepted and are not in general use. This 
plethora of new diagnostic procedures pre- 
sents a problem as it is nearly impossible to 
estimate in advance the potential value of a 
proposed diagnostic test. The problem is not 
helped by the editorial policies of our medi- 
cal journals which may publish an original 
description of a new diagnostic test but fail 
to publish subsequent information concern- 
ing the usefulness of the test in clinical 
practice. 

The purpose of this paper is to review 
some of the diagnostic radioisotope tests 
available and to recommend those which, in 
our opinion, are useful for routine diagnosis 
in a clinical radioisotope laboratory not en- 
gaged in an extensive research program. A 
useful radioisotope test is defined as one 
which is, (1) More informative than con- 
ventional non-radioactive tests; (2) Simple 
enough to be easily used in a clinical radio- 
isotope laboratory, and (3) Of sufficient 
differential value to separate without exces- 
sive overlapping the values in patients with 
the disease from the values in patients with- 
out the disease. 


Disease of the Thyroid Gland 
Iodine-131 Uptake Tests: 
The thyroid gland avidly removes or traps 
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ingested iodide from the blood stream. With- 
in the thyroid gland, the iodide is incorpor-- 
ated into thyroid hormones which are either 
released into the blood or stored in the col- 
loid of the thyroid follicles. Radioactive 
Iodine-131 thyroid uptake tests measure the 
iodide trapping mechanisms. The thyroid 
iodine-131 thyroid uptake tests measure the 
relates adequately with the hormonal out- 
put and its peripheral effects on the somatic 
cells. 
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The absolute normal range obtained in 
the 24 hour uptake depends upon the instru- 
mentation used, the presence of lead filters 
in front of the detector, and the container 
used to hold the 100% standard dose. Brucer 
et al have shown that the values obtained 
in the average clinical radioisotope labora- 
tory vary widely from the true percent up- 
take in the thyroid gland.' We have used the 
modifications suggested by Brucer and have 
found that this decreased the normal range 
of the 24 hour uptake from 15-40% down to 
5-21%. This decreased normal range, how- 
ever, has not improved the clinical useful- 
ness of this test. 


The 24 hour radioactive iodine-131 up- 
take is the most widely used test for assess- 
ing thyroid function. It will separate from 
normal approximately 90% of patients with 
diffuse toxic goiter. The remaining thyro- 
toxic patients have test values within the 
upper normal range of euthyroid patients.’ 
Determination of the uptake at either three 
hours or six hours after ingestion of the 
tracer dose may improve the differentiation 
of thyrotoxicosis from euthyroidism.* * 


In hypothyroidism the 24 hour uptake is 
less useful since the separation of hypo- 
thyroidism from euthyroidism is not as dis- 
tinct. In our experience a falsely low radio- 
active iodine-131 uptake is most commonly 
due to the ingestion of exogenous iodide 
contained in cough medicines, antispasmot- 
ics, vitamins, and in gall bladder and kidney 
x-ray dyes. In panhypopituitarism with sec- 
ondary hypothyroidism we and others have 
noted that the 24 hour thyroid uptake may 
be in the low normal range.‘ In hypopitui- 
tarism, normal thyroid iodide trapping may 
be associated with decreased formation of 
thyroid hormones.’ Rare cases of goiter with 
hypothyroidism may similarly show normal 
iodide trapping but decreased or abnormal 
formation of thyroid hormones. It is there- 
fore unwise to depend solely upon the up- 
take tests for the diagnosis of hypothyroid- 
ism. In any evaluation of thyroid function, 
clinical judgment remains of paramount im- 
portance.® A careful discriminating history 
and physical examination will differentiate 
abnormal thyroid function about as effec- 
tively as any single laboratory test.’ 
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The radioactive iodine-131 uptake has 
proven its value as a routine diagnostic pro- 
cedure. Numerous other clinical thyroid 
function tests utilizing radioactive iodine 
have been described. These include the pro- 
tein-bound I-131,* the urinary excretion of 
I-131,° the erythrocyte uptake of radioactive 
triiodothyronine,'’ and salivary excretion of 
I-131''. These tests cannot be recommended 
as replacements for the I-131 uptake test. 
They may provide additional information in 
borderline cases but their routine determina- 
tion seems unnecessary. 


- Diseases of the Gastrointestinal Tract 


Isotopes may be used in gastrointestinal 
diseases in which there is decreased transfer 
of intraluminal fats or proteins to the lymph 
or blood. For convenience, this decreased 
transfer may be thought of as due to im- 
paired digestion, as in pancreatic insuffici- 
ency, or to impaired absorption, as in mal- 
absorption syndromes. The term malabsorp- 
tion syndrome is used to include non-tropical 
sprue, tropical sprue, and celiac disease. The 
net result of feeding neutral fat or protein 
labeled with radioactive isotopes to patients 
with malabsorption syndromes or pancreatic 
insufficiency is that the radioactivity in the 
feces is higher than normal while decreased 
radioactivity is found in the blood. In some 
instances the radioactive isotope is subse- 
quently excreted by the kidneys and may be 
measured in the urine. Several tests have 
been proposed to confirm the presence of 
steatorrhea and even to differentiate wheth- 
er the steatorrhea is due to pancreatic dis- 
ease or to a malabsorption syndrome. 


A. Radioactive Iodine-131 Labeled 
Triglycerides 


The net transfer of neutral fat across the 
intestinal wall may be estimated by inges- 
tion of a fat meal containing a tracer dose 
of triglyceride, usually triolein, labeled with 
radioactive iodine-131. The percentage of 
the tracer dose which remains in the feces, 
or ‘s tranferred to the blood or urine, may 
be determined. Approximately 5% is nor- 
mally present in the blood as lipid bound 
radioactivity four or five hours after inges- 
tion of the tracer dose’? and less than 2% 
remains in a 48 hour fecal specimen.'* In 
malabsorption syndromes and in severe pan- 
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creatic insufficiency a larger p2r cent re- 
mains in the stool and less appears in the 
blood. As the radioactive labeled triolein is 
metabolized in the body, the iodine-131 is 
released and excreted in the urine. Normal 
and abnormal values for the urine excretion 
overlap considerably and are therefore of 
less diagnostic value than the blood and 
fecal determinations. 


This radioactive test is a useful diagnostic 
aid. However, as a screening procedure for 
steatorrhea, determination of the serum 
carotene is simpler and probably as infor- 
mative.'' Furthermore, the results may be 
normal in neoplastic or inflammatory pan- 
creatic disease if pancreatic insufficiency is 
not present. This test has not replaced total 
fecal fat determination, duodenal intubation 
with secretin stimulation or conventional x- 
ray studies for the thorough evaluation of a 
specific case. The clinical usefulness of this 
test seems limited except in large diagnostic 
and research centers. 


B. Radioactive Iodine-131 Labeled 
Fatty Acids 


Radioactive fatty acids may be used in 
the same manner as radioactive triglycer- 
ides. By determining the absorption pat- 
terns of both labeled triglycerides and of 
labeled fatty acid, it may be possible to dif- 
ferentiate steatorrhea due to pancreatic dis- 
eases from that due to disease of the in- 
testinal mucosal celis, as in the malabsorp- 
tion syndromes. Since fatty acids may be 
absorbed through the intestinal wall in the 
absence of pancreatic lipase it is plausible 
that a patient with fatty diarrhea due to 
pancreatic insufficiency might show a nor- 
mal absorption pattern with the labeled fatty 
acids. On the other hand, a decreased ab- 
sorption of radioactively labeled triglycer- 
ides would occur since pancreatic lipases 
would not be present in the gastrointestinal 
lumen to split the triglycerides to their con- 
stituent glycerol and fatty acids. Malab- 
sorption syndromes should show decreased 
absorption of both triglycerides and fatty 
acids. Preliminary studies, using radioac- 
tive iodine labeled oleic acid, have been per- 
formed.'*:'* In view of the uncertainty re- 
garding the extent of triglyceride splitting 
necessary to effect its transfer across the 
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intestinal wall,’ evaluation of this proposed 
differentiation must wait until the necessary 
clinical correlations have been made. 


C. Radioactive Iodine-131 Labeled Protein 


The use of albumin labeled radioactive 
iodine-131 in pancreatic disease has been 
explored.'* This test is similar in principle 
to the use of radioactive triglyceride; if the 
proteolytic enzymes from the pancreas are 
lacking, little splitting of labeled albumin 
occurs and absorption will therefore be de- 
creased. The test will diagnose severe pan- 
creatic insufficiency but it will not separate 
pancreatic disease without pancreatic insuf- 
ficiency from normals. Thus if marked pan- 
creatic insufficiency is not present, results 
may be normal in the presence of pseudo- 
cysts, neoplasms of the body or tail, and in 
acute and chronic relapsing pancreatitis. 


D. Radioactive Iodine-131 Labeled 
Rose Bengal 


After intravenous injection, rose bengal 
is cleared from the blood by the polygonal 
cells of the liver and excreted into the biliary 
tract. Externally placed scintillation count- 
ers will detect the radioactivity in the body. 
If a counter is placed over the liver, a curve, 
supposedly measuring simultaneous uptake 
and excretion of labeled rose bengal, can be 
obtained. 


Initially it was hoped that an accurate 
differentiation of hepatic jaundice from ob- 
structive jaundice could be made. Early 
studies were pomising. Further investiga- 
tion has shown that the curve obtained from 
a single counter over the liver will not dis- 
tinguish between cirrhosis and obstructive 
jaundice.'® More elaborate techniques are 
being tested; by using multiple counters 
positioned over the head, liver and lower 
abdomen estimates of the blood clearance, 
liver uptake, and arrival time in the duo- 
denum may be determined.”’ This refine- 
ment of technique is promising, but needs 
further investigation before it can be used 
routinely. 


Diseases of the Blood 


Extensive research utilizing radioisotopes 
has resulted in important advances in our 
understanding of blood diseases. Their ap- 
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plications in clinical hematology have been 
more limited. Two diagnostic tests are wide- 
ly used. 


A. Radioactive Cobalt-60 Labeled 
Vitamin B-12 


Vitamin B-12 is essential for normal red 
blood cell production; its normal absorption 
from the small intestine requires the pres- 
ence of intrinsic factor from the stomach. 
In pernicious anemia a lack of gastric in- 
trinsic factor results in decreased intestinal 
absorption of the vitamin. Decreased ab- 
sorption is also found in the malabsorption 
syndromes and occasionally in intestinal 
stasis syndromes due to blind loops, stric- 
tures, and diverticulosis. 


The absorption of ingested Vitamin B-12 
tagged with cobalt-60 can be estimated by 
determining fecal excretion,”' urinary ex- 
cretion after a flushing dose of non-radioac- 
tive Vitamin B-12,?* or by determining the 
uptake over its storage site in the liver.** 


In the diagnosis of pernicious anemia the 
radioactive cobalt-60 Vitamin B-12 test has 
several outstanding advantages over the 
other clinical tests. Determination of the 
liver uptake by external monitoring or of 
the 24 hour urinary excretion is technically 
simple. Values for the hepatic uptake clear- 
ly differentiate patients with pernicious 
anemia from normal patients. Furthermore, 
the results are not affected by previous 
treatment with Vitamin B-12 and a defini- 
tive diagnosis may be made in the absence 
of hematological or neurological relapses. 
An additional advantage is that the macro- 
cytic anemias of malabsorption syndromes 
and of intestinal stasis syndromes can be 
differentiated from pernicious anemia by 
the ingestion of intrinsic factor with the 
tracer dose of radioactively labeled Vitamin 
B-12.** In pernicious anemia the absorption 
is increased by the addition of intrinsic fac- 
tor. This improvement in the absorption of 
Vitamin B-12 does not occur in other macro- 
cytic anemias. This diagnostic test should 
be available in every clinical radioisotope 
laboratory. 


B. Chromium-51 Labeled Erythrocytes 


Erythrocytes can be tagged or labeled 
by incubation in a solution containing sodium 
chromate labeled with radioactive chrom- 
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ium-51. The labeled erythrocytes may be 
reinjected into the donor or any compatible 
recipient. The disappearance of the radio- 
activity from the blood can be followed in 
order to estimate the erythrocyte survival 
time in the serum. The survival time may 
be expressed as the erythrocyte half-life or, 
as in our technique, by the percentage of 
radioactivity remaining on the eighth day. 
The erythrocyte half-life obtained with ra- 
dioactive Chromium-51 technique is not the 
true erythrocyte survival time since the ra- 
dioactive chromium leaves the labeled ery- 
throcytes at a gradual rate which is not 
related to their survival in the circulation.*° 


Labeled erythrocytes are used primarily 
to detect hemolytic states in which the ery- 
throcytes are removed from the circulation 
and destroyed without regard to their age. 
This causes anemia only when erythrocyte 
destruction due to the hemolytic process is 
greater than the compensatory increase in 
erythrocyte production by the bone marrow. 
When the bone marrow is potentially nor- 
mal, the diagnosis of hemolytic anemia can 
usually be made without determination of 
the erythrocyte survival time. However, 
when the bone marrow is markedly altered 
by other disease (e.g.—leukemia and myeloid 
metaplasia), the signs of compensatory bone 
marrow hyperplasia and increased erythro- 
cyte production may be masked by the pri- 
mary disease. In these situations, the ery- 
throcyte survival time aids in determining 
if increased hemolysis is a major factor in 
the anemia. Unfortunately, even without 
hemolysis, erythrocyte survival time may be 
reduced in anemias. In one study only about 
50% of the cases with hemolytic anemia 
showed a percentage of radioactivity remain- 
ing which was below the range found in 
cases with anemia but without clinically sig- 
nificant hemolysis.*° This inability to clear- 
ly differentiate hemolytic anemia from 
anemia due to other causes considerably re- 
duces the clinical usefulness of this test. It 
would seem that the use of chromium-51 
labeled erythrocytes should not be consider- 
ed for routine use in a smaller radioisotope 
laboratory. In a larger diagnostic center, 
this test should be available since it will aid 
considerably in the treatment of anemia ac- 
companying chronic leukemias. 
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Diseases of the Kidneys 


Recent work with diodrast and serum al- 
bumin has shown that these substances, 
when tagged with radioactive iodine-131, 
can be used in the clinical diagnosis of renal 
disease. Two separate tests have been pro- 
posed. External counting techniques are 
used in both tests which is an advantage 
over renal function tests requiring cysto- 
scopy and retrograde studies. 


A. Radioactive Iodine-131 Labeled 
Diodrast: 

Diodrast excretion has been used for many 
years both as an x-ray contrast medium in 
pyelography and to estimate renal plasma 
flow. This substance is excreted quantita- 
tively during its first circulation through 
the excretory area of the renal tubules. The 
diodrast clearance is therefore proportional 
to renal blood flow. This fact is utilized in 
the radioactive renogram. This test consists 
of placing a scintillation detector over each 
flank and recording graphically the uptake- 
excretion curve of the radioactive diodrast 
as it passes through each kidney. The shape 
of each curve depends on the vascularity, 
the tubular cell function, and patency of the 
upper urinary tract.*7 When properly used, 
the technique will detect unilateral kidney 
disease. Analysis of abnormal curves will 
allow inferences as to the nature of the 
renal disease. In general, this test supplies 
less information than does an intravenous 
pyelogram. Its clinical use would seem to 
be in large scale surveys of patients with 
hypertension. If unilateral renal disease 
can be ruled out the patient is spared the 
expense and discomforts of intravenous and 
retrograde pyelography. In an individual 
patient with hypertension and known renal 
disease, it would seem wiser to use an intra- 
venous pyelogram. 


B. Radioactive Iodine-131 Labeled 
Serum Albumin: 


Radioactive serum albumin can conven- 
iently be used to determine individual kid- 
ney blood flow. The instrumentation is 
similar to that used in the diodrast reno- 
gram. Three scintillation detectors are used, 
one over the heart and one over each kid- 
ney. The recording instruments record the 
first passage of the tracer through the heart 
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and through each kidney. The cardiac out- 
put is determined from the heart curve as 
the total injected tracer dose passes through 
the heart and that portion passing through 
each kidney is then calculated by graphic 
analysis of the curves. When the cardiac 
output and the ratio between cardiac out- 
put and the ratio between cardiac output 
and individual kidney blood flow are known, 
the actual kidney flow can be easily cal- 
culated.** 


While this technique has important re- 
search applications, its routine clinical use 
does not seem indicated. A knowledge of 
the individual kidney blood flow is not need- 
ed in most clinical problems for either diag- 
nosis or therapy. 


Diagnosis of Cancer 

Radioisotopes have been used to separate 
malignant tumors from other types of tu- 
mors. The basic philosophy behind these 
procedures is that if a definite diagnosis of 
malignancy can be made prior to biopsy the 
surgeon can plan his operation more effec- 
tively. If malignant disease can be excluded, 
surgery can be avoided. These techniques 
have been used extensively for tumors of 
the thyroid, eye and brain. 


Phosphorus-82 for Tumors of Eye: 


After intravenous injection, phosphate is 
usually concentrated to a greater degree in 
malignant melonomas of the eye than in 
normal ocular tissues. By placing a Gieger- 
Mueller counter directly on the eyeball, the 
uptake of radioactive phosphorus-32 by the 
suspected lesion and by the normal ocular 
tissue can be estimated. If the uptake over 
the suspected lesions is at least 30% greater 
than over the normal area, the test is posi- 
tive. Since biopsy of intraocular lesions is 
hazardous or impossible the need to justify 
enucleation preoperatively is obvious. This 
test is useful clinically but has important 
limitations.**:*":*! False negative and false 
positive tests occur. The results can be re- 
garded only as supplementary information 
which must be judiciously weighed along 
with the ophthalmoscopic findings. 


Radioactive Iodine-131 for Thyroid Cancer: 
Thyroid carcinomas always concentrate 
less iodide than normal thyroidal tissue. De- 
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generated benign adenomas, which occur 
much more often than carcinoma, also con- 
centrate less iodide than normal tissue. Vari- 
ous types of detectors and recording instru- 
ments have been designed to map out graph- 
ically the areas of iodine concentration over 
the thyroid gland. These diagrams, or scin- 
tigrams, may show a decreased concentra- 
tion of radioactive iodide over an expanding 
neoplasm. A palpable nodule which concen- 
trates less radioactive iodine may have near- 
ly one chance in three of being malignant.*** 
On the other hand, a clinically palpable no- 
dule that concentrates iodide more avidly 
than the surrounding thyroid tissue has al- 
most no chance of being a carcinoma. We 
have found only one “‘hot” nodule which was 
carcinomatous. Although the presence of a 
“cold” nodule statistically favors carcinoma, 
this alone is not an absolute indication for 
surgery. Other factors which will influence 
the decision for or against thyroidectomy 
include the consistency of the nodule, its 
growth rate, the presence or absence of other 
nodules, and the patient’s age and sex. Our 
general experience has been that while the 
scintigram is useful in selected cases it is 
unnecessary and diagnostically unrewarding 
to perform a scintigram routinely. 


One other use of the scintigram is in the 
localization and treatment of recurrent and 
metastatic thyroid carcinoma. After total 
thyroidectomy, metastases may concentrate 
sufficient radioactive iodine to determine 
their location and at the same time indicate 
whether treatment with radioactive iodine 
will be beneficial. Scintigrams can also be 
used to determine if a substernal mass is 
thyroid tissue. 


Brain Tumors: 


Various radioisotopes have been used to 
locate benign and malignant brain tumors 
prior to surgery.*' These procedures depend 
upon the fact that the blood brain barrier, 
which impedes the uptake of most substances 
by the brain, is destroyed by tumors. These 
tumors will therefore concentrate several 
radioisotopes faster than normal brain. 
However, the difference in concentration 
between the tumor and normal brain is small 
regardless of the radioistotope used. As a 
result cystic tumors are apt to show a de- 
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creased concentration. In spite of this, sev- 
eral large centers use these techniques in all 
cases of suspected brain tumors. Undoubted- 
ly the radioisotope procedures have found 
unsuspected tumors and have shown that 
clinically suspected tumors were actually 
cerebral-vascular accidents. The usefulness 
of these techniques in clinical practice is dif- 
ficult to determine since no critically con- 
trolled series have been published. Until 
more information is available, these tech- 
niques should probably be reserved to med- 
ical centers for further investigation and 
research. 


Isotope Dilution for Volume Determinations 


Radioactive isotopes are particularly use- 
ful to determine quantitatively the size of a 
body space or compartment in which an ion 
or molecule is distributed. A known amount 
of the tracer is injected into the compart- 
ment. After sufficient time to allow com- 
plete mixing, the resulting concentration of 
the tracer in the compartment is determined 
and the size of the body compartment easily 
calculated. Total body water, extracellular 
water, exchangeable sodium and potassium, 
and chloride space may be estimated by us- 
ing the appropriate radioactive isotope. At 
present, determinations of plasma volume 
and red cell mass have had wider clinical ap- 
plications. Tracers are used which are dis- 
tributed either with the red cells or with 
the plasma. Plasma volume and red cell 
mass can be measured directly.** ** The blood 
volume must be derived from either the 
plasma volume or the red cell mass. Unfor- 
tunately calculation of the blood volume 
from either determination may be erroneous 
in certain diseases. 


Plasma Volume 


Radioiodinated serum albumin can be con- 
veniently used to measure plasma volume 
since very little albumin is lost from the 
intravascular compartment during the time 
required for adequate intravascular mixing. 
In the normal individual, plasma volume is 
about 40 ml/kg. body weight. Determination 
of the plasma volume is a simple useful clin- 
ical test which should be available in most 
radioisotope laboratories.** 


We have found. that determination of 
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plasma volume is of considerable use in sep- 
arating neurogenic shock from shock due 
to blood loss. This differential is especially 
important when shock occurs following ab- 
dominal or thoracic surgery. In neurogenic 
shock, the plasma volume is nearly normal. 
On the other hand, shock due to blood loss 
will occur when 500 ml or more of plasma 
have been lost from the circulation. 


Red Cell Mass 


Radioactive chromium-51 tagged erythro- 
cytes can be used to estimate the circulating 
red cell mass** or the whole blood volume.** 
The normal value for the red cell mass is 
32. ml/kg. of body weight. Like the deter- 
mination of plasma volume, the red cell mass 
may be used to differentiate neurogenic 
shock from shock due to blood loss. Since 
changes in the red cell mass lag behind the 
plasma volume changes following blood loss, 
this is a less sensitive measure of circulat- 
ing volume than the plasma volume deter- 
mination. Estimation of the red cell mass 
can also be used to separate polycythemia 
from erythemia due to a decreased plasma 
volume. Red cell mass determination cannot 
be used to separate polycythemia rubra vera 
from secondary polycythemia due to hy- 
poxia since both conditions are associated 
with an increased red cell mass. 


Discussion 


It would be impossible for each clinical 
radioisotope laboratory to standardize and 
have available all of the proposed diagnostic 
tests. Each laboratory must be selective, 
picking the diagnostic tests which are not 
only clinically useful but also applicable to 
its patient population and to the special in- 
terests of the physicians using its facilities. 


The determination of the usefulness of a 
proposed test involves a_ time-consuming 
process during which the enthusiasm of the 
initial report is tempered by further critical 
evaluation and clinical correlation. This sit- 
uation is complicated by commercial sup- 
pliers of radioisotope equipment who may 
prematurely promote a proposed test. It is 
quite analogous to the problems faced in the 
field of drug therapy. 


After a diagnostic test has been accepted 
for clinical use, it must be standardized by 


26 


each laboratory performing the test before 
a normal range can accurately be stated. 
This is particularly necessary in radioisotope 
methods where slight variations in instru- 
mentation may change the range of values 
indicating health or disease. Determining a 
normal range involves considerable time and 
effort, since the test must be done in many 
patients who do not have the disease in ques- 
tion. In addition each physician using the 
diagnostic test in his practice must under- 
stand the pitfalls which can mislead the 
physician using this test. 


The selection of the best diagnostic tests 
for an individual laboratory is therefore de- 
pendent upon multiple factors. No categor- 
ical statements can be made as to which tests 
will be the most valuable. Realizing this, 
we have presented in Table 1 the diagnostic 
tests which in our opinion will give the most 
information for the effort entailed in their 
standardization and use in a small clinical 
radioisotope laboratory. It might be argued 
that other tests should be included. The kid- 
ney function tests, fat absorption techniques, 
and the tests for malignancies all seem prom- 
ising; nevertheless their role in clinical diag- 
nosis is as yet undefined. Further research 
and clinical investigation will undoubtedly 
result in additional widely accepted and use- 
ful radioisotope diagnostic tests. 
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Table 1. RECOMMENDED RADIOISOTOPE TESTS 





TEST OUR NORMAL VALUES DISEASES COMMON PITFALLS 


Thyroid I-131 Uptake 5-21% in 24 hours Hyperthyroidism Falsely normal or low values due to 

and myxedema ___ ingested iodide, thyroid hormones, 
and antithyroid drugs. Falsely nor- 
mal or high values in some cases 
of myxedema, renal insufficiency, 
and hypopituitarism. 


CO-60 Vit. B-12 liver 6-15% on 7th day Pernicious anemia. False normal values due to delayed 
uptake Malabsorption syn- fecal excretion of unabsorbed tracer. 
dromes. 


Cr-51 Red Blood Cell % 68-93% on 8th day Hemolytic anemia. Considerable overlap between hemo- 
Remaining lytic state and non-hemolytic 
anemia. 


Radioiodine serum albumin 40 ml/kg body Blood Loss Value for any individual may vary 
plasma volume. weight widely from the mean value. 
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SCALENE NODE BIOPSY 


WALTER L. HONSKA, Jr., M.D., W. TOM JOHNSON, M.D. and 
JAMES F. HAMMARSTEN, M.D. 


Introduction 


Many procedures have been used in the 
diagnosis of intrathoracic diseases; radio- 
graphic examination, skin tests, sputum 
cytology, bronchoscopy, bronchial biopsy, 
and bronchial washings have all proved valu- 
able in diagnosis. 


Daniels' in 1949, suggested the value of 
scalene lymph node biopsy. He recommend- 
ed removal of the fat-filled space overlying 
the scalenus anticus muscle on the same side 
as the disease. This space is bounded below 
by the transverse cervical vein, medially by 
the internal jugular vein, and laterally by 
the omohyoid muscle. Several lymph nodes 
are always present in this fat pad. The great 
veins and phrenic nerve are visible on the 
right side, and on the left, the thoracic duct 
may be encountered. Daniels original cases 
consisted of five positive node biopsies. Two 
had carcinoma, two had Boeck’s sarcoidosis, 
and one had silicosis. None had palpable 
nodes. 


In 1952, Johnson and MacCurdy’ reported 
a case of histoplasmosis diagnosed by biopsy 
and culture of a scalene node. Shefts, Terrill 
and Swindell* in 1953 presented a series of 
205 biopsies in 187 patients. Sixty-seven 
(85%) of his patients had positive node 
biopsies leading to diagnosis in previously 
undiagnosed intrathoracic disease. In 1954, 
Harkens, Black, Clauss and Farrand!‘ rec- 
ommended extending the scalene node biopsy 
to exploration of the superior mediastinum, 
with the removal of the para-tracheal nodes. 
Using this cervico-mediastinal exploration 
under local anesthetic, he reported positive 
nodes in 45, or 31%, of 142 dissections. In 
1955, Johnson’ did scalene node biopsies on 
50 young adults with pulmonary calcifica- 
tions and non-palpable nodes. Five of these 
cases revealed pathological nodes. Two cases 
had chronic lymphadenitis, two sarcoidosis, 
and one was negative to microscopic study, 
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but revealed Histoplasma capsulatum when 
cultured. In 1957, Schiff and Warren® re- 
moved bilateral scalene nodes on 123 unse- 
lected autopsies. Sixteen per cent of the 
total autopsies had positive node biopsies 
and 43% of patients with disease processes 
which might involve the scalene nodes had 
positive nodes. 


From January 1954 to April 1958, 66 male 
patients have had scalene fat pad biopsies 
performed at the Veterans Administration 
Hospital at Oklahoma City, Oklahoma. These 
biopsies were done on patients who had 
previously undiagnosed disease, or in order 
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to evaluate the operability of patients with 
known carcinoma of the lung. Bilateral node 
biopsies were performed on six patients. 


The average age of the group was 54 
years; the youngest was 23 years old and 
the eldest was 72 years of age. The symp- 
toms were those expected in such a group. 
Cough was present in 86% of the patients, 
with production of sputum in 64%, hemo- 
ptvsis in 36%, weight loss in 75% and chest 
pain in 47%. Ninety-four per cent smoked 
from one to two packages of cigarettes daily. 


Procedure 


All biopsies were done under local anes- 
thetic as originally described by Daniels' in 
1949. No complications were encountered in 
any of the cases. All tissues were stained 
with hemotoxylin and eosin stains but no 
cultures were made. All biopsies contained 
adequate lymph nodes for study. 


Results 


In the series of 66 patients, 72 biopsies 
(including six bilateral biopsies) were done. 
Table 1 reveals the final diagnosis as made 
by all methods, including scalene node bi- 
opsy. 


Table 1 


Table 2 





INCIDENCE OF POSITIVE NODES 
Palpable Non-Palpable 


NEGATIVE 35% 70% 
CARCINOMA 41% 18% 
SARCOIDOSIS 5% 6% 
LYMPHOMA 19% 6% 
TOTAL POSITIVE 65% 30% 














DEFINITIVE DIAGNOSIS 


Total Positive Nodes 
CARCINOMA OF LUNG 40 16 
OTHER CARCINOMA 3 
SARCOIDOSIS 
LYMPHOMA 
PULMONARY FIBROSIS 
TUBERCULOSIS 
CHRONIC PNEUMONITIS 
UNDIAGNOSED 
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Carcinoma of the lung was present in 40 
patients, 16 of these had positive node bi- 
opsy. Carcinoma of the pancreas was found 
in two patients, both cases had a positive 
node biopsy. Carcinoma of the stomach oc- 
curred in one patient, who had a positive 
node biopsy. A carcinoma of unknown site 
was present in one patient; Boeck’s sarco- 
idosis in three patients (all three were first 
diagnosed by node biopsy); lymphoma in 
seven patients (six had a positive node bi- 
opsy) ; chronic pulmonary fibrosis in four 
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patients ; tuberculosis in two patients; pneu- 
monia in two patients; and four patients 
were undiagnosed. Autopsies have been con- 
firmatory in 44 cases. 


Positive node biopsies were found in 28 
of the 66 patients. In 26 cases, the node 
biopsy first established the diagnosis. 


Palpable scalene nodes were present in 
35% of the 66 patients and non-palpable sca- 
lene nodes were found in 65% of the 66 pa- 
tients. As shown in table 2, of the 23 pa- 
tients with palpable nodes, 35“ had normal 
nodes; 41% had carcinoma; 5% had Boeck’s 
sarcoidosis; and 19% had lymphoma. A 
total of 65% of the palpable nodes were 
positive. Of the 43 patients with non-pal- 
pable nodes, 70% had normal nodes; 18% 
had carcinoma; 6% had Boeck’s sarcoid- 
osis; and 6% had lymphoma. A total of 
30% of the non-palpable nodes were posi- 
tive. 


Twenty-one cases underwent thoracotomy 
following negative scalene pad _ biopsy 
(table 3). Twenty of these cases had car- 
cinoma, of which 17 were unresectable. 
One case presented a tuberculoma at tho- 
racotomy. Nineteen of the cases with node 
biopsies positive for carcinoma, or 47% of 
the total of 40 cases with carcinoma, were 
spared a thoracotomy. 


Table 3 





RESECTABILITY WITH NEGATIVE BIOPSY 











THORACOTOMY 21 

TUBERCULOSIS WITH THORACOTOMY 1 

CARCINOMA WITH THORACOTOMY 20 

RESECTABLE CARCINOMA 3 
Discussion 


Although no complications developed in 
our series as a result of biopsy, Shefts* re- 
ported a complication incidence of 1.4%. 
Complications may include temporary 
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Figure 1. Lymphatic Drainage of the Lung (From 
Drinker). 


lymph fistula, air embolism, injury to the 
phrenic nerve, and hemorrhage with hema- 
toma. No deaths have been reported. 


Regard must be given to the lymph drain- 
age of the lung in using scalene node bi- 
opsy as a diagnostic procedure. Drinker 
(Figure 1) has shown that the lung is di- 
vided into six functional areas of lymphatic 
drainage. The right scalene node has lym- 
phatic connections from the whole right 
lung, the left lower lobe, and a portion of 
the left ‘‘middle lobe” or lingula. The left 
scalene node connects with the left upper 
lobe and the lingula. Therefore, in all 
lesions of the lingula when the right node 
returns negative, the left scalene node 
should be biopsied. However, it must be 
remembered that there are undoubtedly 
auxiliary lymph channels that may serve 
as pathways of metastasis, and if the first 
biopsy is negative, a second biopsy on the 
opposite side might conceivably yield the 
diagnosis. 


Although no cultures were made in this 
group of cases, Johnson and MacCurdy” 
have pointed out the importance of cultur- 
ing scalene nodes. The value of this pro- 
cedure in pulmonary histoplasmosis has 
been demonstrated. The extent of its use- 
fulness in other pulmonary conditions cer- 
tainly warrants consideration. 


Scalene node biopsy is indicated in any 
undiagnosed pulmonary disease, in sus- 
pected sarcoidosis, in suspected metastatic 
intra-abdominal carcinoma, and in _ the 
evaluation of operability of patients with 
bronchial carcinoma. When scalene nodes 
are positive for carcinoma, surgery must 
be considered palliative, and the decision 
for such surgery based on this knowledge. 


Summary 


Scalene node biopsies in 66 patients 
yielded helpful information in 65% when 
nodes were palpable and 30% when no 
nodes were palpable. 


Sealene node biopsy is a valuable diag- 
nostic procedure in a variety of lesions re- 
lated to the pulmonary system and in the 
evaluation of resectability of patients with 
carcinoma. With this information, a more 
rational decision may be reached in the 
choice of therapeutic methods. 
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ABSTRACTS 


Bronchogenic Carcinoma Complicating 
Pulmonary Tuberculosis: A Report of 
Eight Cases and a Review of 

140 Cases Since 1932 


JOHN M. CAREY,* and ALLEN E. GREER.** 
Annals of Internal Medicine, 49: 161-180, 1958 


1. One hundred forty cases of bronchogenic car- 
cinoma complicating pulmonary tuberculosis found in 
the English literature between 1932 and January, 1957, 
have been reviewed, together with eight cases treated 
by the authors. 


2. The combined diseases occurred in males in 
over 95% of the cases, and the patients were of the 
age group and distribution of bronchogenic carcinoma 
alone. 


3. There were no unusual pathologic features of the 
tuberculosis in these patients. The tuberculosis is 
most often bilateral, apical, or superior in location, 
and is most often (65%) chronic fibroid or caseo- 
nodular in type. Twenty-eight per cent of the cases 
were moderately far advanced, 47% far advanced. 
Seventy-five per cent of patients demonstrated acid- 
fast bacilli within one year of the diagnosis of the 
combined diseases. 


4. The location of the bronchogenic carcinoma in 
these patients bore no relationship to the tuberculosis. 
The lung cancer was of the usual variety and fre- 
quency of pirmary lung tumors. 


5. There are no specific clinical differences be- 
tween pulmonary tuberculosis and bronchogenic car- 
cinoma. Quantitative differences in symptoms and 
findings do occur which suggest the diagnosis of either 
disease alone, or of their combination. 


6. Failure to achieve or maintain general improve- 
ment during present-day treatment of tuberculosis in 
a middie aged man should suggest the possibility of 
complicating bronchogenic carcinoma. 


7. Radiographic signs of help in the diagnosis of 
bronchogenic carcinoma complicating pulmonary tu- 
berculosis are (a) unilateral prominence of the lung 
hilum, (b) paratracheal lymph node enlargement, (c) 
atelectasis, (d) nodular densities greater than 3 cm. 
in diameter, or (e) bony destruction. 


8. Only 21 of these patients have had definitive 
treatment for bronchogenic carcinoma. Only by alert 
diagnosis and aggressive treatment can this unfavor- 
able combination of diseases be improved. 


*Instructor in Surgery, University of Oklahoma School of 
Medicine. Attending Surgical Service, VA Hospital, Oklahoma 
City. 


**Assistant Professor of Surgery, University of Oklahoma 


School of Medicine. Attending Surgical Service, VA Hospital, 
Oklahoma City. 
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Relative Eosinopenic and Hyperglycemic 
Potencies of Glucocorticoids in Man 


KELLY M. WEST.* 
Metabolism, 7: 441-456, 1958 


A method of testing the eosinopenic potencies of 
glucocorticoids in man is described. This method takes 
advantage of the facts that the eosinophile count of 
each individual is relatively constant at the same hour 
from day to day and that, under certain conditions, 
the eosinopenic response of each individual is well 
correlated with the size of the dose administered. 


Using such an approach, it is possible to identify 
mathematically, relatively small differences in po- 
tency by testing only a few subjects using the ‘‘paired 
control’”’ method. 


The eosinopenic potencies in man of a series of 
glucocorticoids were determined by this method. The 
potencies expressed in relation to hydrocortisone were 
as follows: Prednisolone - 4, Medrol (6 methylprednis- 
olone) - 5, Fluoromedrol (6-methyl-9-fluoroprednisolone) 
8, Triamcinolone (9 fluoro - 16 - hydroxyprednisolone) 
-5, 6-Methyl, 21-desoxy-9-fluoroprednisolone)- 2, 9-Flu- 
orohydrocortisone acetate - 8, 9-Fluoroprednisolone - 16 
to 20. The hyperglycemic potencies of these same 
glucocorticoids were also treated. 


The hyperglycemic potency and the eosinopenic po- 
tency of each of these seven glucocorticoids were very 
clusely correlated, and both the eosinopenic and hyper- 
glycemic potencies were closely correlated with the 
anti-inflammatory potencies, as estimated by other 
investigators. On the other hand, measurements of 
anti-inflammatory potencies and ‘‘liver-glycogen’’ po- 
tencies of these corticoids in the rat are only irregu- 
larly and poorly correlated with their respective 
eosinopenic, hyperglycemic and _ anti-inflammatory 
potencies in man. 


*Assistant Professor of Medicine, Department of Medicine, 
and Staff Physician, Veterans Administration Hospital. 


Current Concepts of Treatment of 
Peripheral Vascular Occlusive Disease 


EDWARD R. MUNNELL,* and AUSTIN H. BELL.** 
The American Surgeon, 24: 267-272, 1958 


The armamentarium of the vascular surgeon is in- 
creasing at a rapid rate and many good methods of 
handling inadequate circulation are available. There- 
fore, the greatest emphasis should be placed on in- 
dividualized treatment—or on the application of the 
correct surgical procedure at the right time, at the 
right place, and in the right patient. 


*Instructor in Surgery, University of Oklahoma School of 
Medicine. 

**Clinical professor of Surgery, University of Oklahoma 
School of Medicine. 
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Thumbsucking Can Be Corrected 
WILLIAM N. FLESHER.* 


Journal of the Oklahoma Dental Association, 45: 12-13, 
1956 


If a child wishes to stop the habit of thumbsucking, 
success is almost certain. Two case histories are re- 
ported to demonstrate the technic used by the author. 


The dentist asks the child if she wishes to stop her 
habit. If the answer is affirmative, simple instruc- 
tions are given. The parent is instructed to buy a 
particular bitter tasting prescription. The patient 
puts this on the thumb to act as a reminder, not as a 
punishment. The child calls the following day to re- 
port progress. The habit is discussed openly and 
simply. This procedure is repeated until the habit is 
broken. 


Of 40 patients for whom accurate records are avail- 
able, 30 stopped the thumbsucking habit in from one 
to three days after the initial appointment; nine pa- 
tients required up to four weeks, and one did not 
want to stop the habit. Most success has been ob- 
tained with patients from seven to nine years old; a 
thumbsucking habit, however, should be broken before 
this age if possible. Before the age of four or five a 
child may have difficulty in comprehending the plan 
of treatment. 


The thumbsucking habit can be broken without the 
use of orthodontic appliances. After the habit is 
stopped, the normal function of the lips can cause 
the teeth to assume a better alignment. 


*Assistant Professor of Dental Surgery, University of Okla- 
homa School of Medicine. 


Ruptured Pericostal Steel 
Wire Retention Sutures 


A Post-Thoracotomy Complication 


WALTER H. MASSION,* MICHAEL T. LATEGOLA,** 
and JOHN A. SCHILLING.*** 


American Journal of Surgery, 96: 43-46, 1958 


Pericostal stainless steel retention sutures employed 
in the closeure of thoracotomies in dogs showed a high 
incidence of breakage. This led to various postoper- 
ative complications, three of which were fatal. The 
stress-corrosion phenomenon, i.e., the combination of 
tensile strain and biochemical corrosion, is considered 
responsible for the early rupture of the stainless steel 
sutures. The use of this material in thoracic surgery 
seems contraindicated. 


*Research Associate in Anesthesiology, University of Okla- 
homa School of Medicine. 


**Assistant Professor of Physiology, University of Oklahoma 
School of Medicine. 


***Professor of Surgery, University of Oklahoma School of 
Medicine. 
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Clinical Use of Hypothermia 
Following Cardiac Arrest 


G. RAINEY WILLIAMS,* and FRANK C. SPENCER.** 
Annals of Surgery, 148: 462-468, 1958 


Four patients with cardiac arrest occurring outside 
the operating room area are reported. Cardiac mas- 
sage was instituted within four to six minutes. All 
patients exhibited signs of severe neurological in- 
jury and were treated promptly with hypothermia 
(30° - 34° C.) which was maintained up to 72 hours. 
Three patients recovered completely; the residual 
neurologic defect in the fourth is of moderate severity. 
The beneficial effect of hypothermia is thought to be 
in the reduction of cerebral swelling. Similar pa- 
tients without hypothermia have rarely survived. 


*Assistant Professor of Surgery, University of Oklahoma 
School of Medicine. 


**Associate Professor of Medicine, The Johns Hopkins Uni- 
versity School of Medicine. 


Protein Synthesis as a Basis For 
Chloramphenicol-Resistance In 
Staphylococcus Aureus 


H. H. RAMSEY.* 
Nature, 182: 602-603, 1958 


Both whole cells and cell-free preparations of a 
strain of S. aureus, which is resistant to chloramphe- 
nicol, are capable of synthesizing protein in the pres- 
ence of concentrations of the antibiotic which com- 
pletely inhibit protein synthesis in a sensitive strain 
of S. aureus. 


The results suggest that decreased permeability is 
not the cause of resistance in this instance. Rather, 
some fundamental process in the protein-synthesis 
mechanism has been altered with a resultant decreased 
sensitivity to the antibiotic. 


*Associate Professor of Microbiology. 


Radical Transthoracic Fore-Quarter 
Amputation 


EDWARD S. STAFFORD,* and G. RAINEY WIL- 
LIAMS.** 


Annals of Surgery, 148: 699-704, 1958 


A radical operation which permits removal of the 
upper portion of the chest wall en bloc with the arm 
and shoulder girdle has been successfully carried 
out on two patients. The indications for this opera- 
tion are malignant disease in the region of the axillary 
vessel, brachial plexus, or shoulder with obvious dis- 
ability of the arm. The operation permits investiga- 
tion of operability before commitment as well as 
more effective and safe control of the blood supply. 


*Associate Professor of Surgery, The Johns Hopkins Uni- 
versity School of Medicine. 


**Assistant Professor of Surgery, University of Oklahoma 
School of Medicine. 
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Faculty News 





Six Appointments Approved 

Newcomers to the University of Oklahoma 
Medical Center include three members of 
the faculty of the Department of Psychiatry, 
Neurology and Behavioral Sciences, two in 
the Department of Pediatrics and one in the 
Department of Microbiology. 

Appointments of the following were re- 
cently approved by the Board of Regents: 
Floyd S. Cornelison, Jr., M.D., assistant pro- 
fessor of psychiatry; Max A. Glaze, M.D., 
clinical assistant in psychiatry; Stanley M. 
Kemler, M.D., instructor in psychiatry; Lu- 
cius Waites, Jr., M.D., assistant professor 
of pediatrics and assistant professor of neu- 
rology; Doman K. Keele, M.D., assistant 
professor of pediatrics; and Frances G. Fel- 
ton, Ph.D., assistant professor of research 
microbiology. 

Doctor Cornelison, former instructor in 
psychiatry at Boston University of Medicine, 
received his M.D. from Cornell University 
Medical college and an M.S. from Boston 
University. Interested in the use of motion 
pictures for psychiatric teaching purposes, 
he trained as a fellow at the Medical Audio- 
Visual Institute of the Association of Ameri- 
can Medical Colleges from 1951 to 1953. 

Doctor Kemler, member of the staff at 
Central state hospital, earned his M.D. at 
the University of Vermont. He interned at 
New Rochelle hospital, New Rochelle, N.Y., 
and completed his psychiatric residency at 
Norristown State Hospital, Norristown, Pa., 
in 1953. 

The third appointee in psychiatry, Doctor 
Glaze, was graduated from the University 
of Oklahoma School of Medicine in 1951. He 
served a rotating internship at University 
hospitals and took his psychiatric residency 
at Central State hospital. 

Doctor Waites, who holds appointments in 
both the departments of pediatrics and psy- 
chiatry, has an M.D. from the University of 
Tennessee and interned at Jefferson Davis 
hospital, Houston, Texas. 

After pediatric residencies at Hermann 
hospital, Houston, Blue Bird Children’s 
Clinic for Neurological disease and LaRa- 
bida sanitarium in Chicago, he received neu- 
rology training at the Veterans Administra- 
tion hospital in Houston, Madigan Army hos- 
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pital, Tacoma, Wash., National hospital, 
Queen Square, London, England, and at the 
University of Chicago clinics. 

Doctor Keele, another new assistant pro- 
fessor of pediatrics, holds his M.D. from 
Southwestern Medical school of the Uni- 
versity of Texas. 

He interned at the University of Minne- 
sota hospitals, Minneapolis; was a pediatric 
resident at Children’s Medical Center and 
Parkland Memorial Hospital, Dallas and a 
U.S. public health service research fellow in 
pediatric endocrinologic and metabolic dis- 
eases at Children’s hospital of Pittsburgh, 
from 1956 until the fall of 1958. 

Doctor Felton was named assistant pro- 
fessor of research microbiology after re- 
ceiving her Ph.D. at the Medical Center in 
1958. She was graduated from Oklahoma 
College for Women and holds her master’s 
degree from the Oklahoma School of Medi- 
cine. 
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PRESIDENT’S LETTER 





January is the month that both the Congress and the State Legislature will con- 





vene. There will not only be many new faces, but also new inspiration in the broad 
field of medical legislation. If 1958 is any yardstick as to what may be expected this 
year, it would be well to remember that over four hundred bills dealing with medical 
legislation were submitted to Congress within the past twelve months and Federal ex- 
penditures for individual disabilities exceeded four and a half billion dollars. 


Certainly anything of this magnitude that is so vital to the health and welfare of 
the nation deserves the most serious consideration of every doctor and medical organi- 
zation in America. County medical societies should, without exception, have well-se- 
lected legislative committees who will keep their societies informed on all current med- 
ical legislation and trends. It is equally as important to discuss these matters with 
your Representatives and Senators. They need your counsel if they are to serve all the 
people with sound judgment and foresight. 


It is the opinion of many of our lawmakers that Medicine is opposed to all med- 
ical bills and unwilling to take a positive approach in controversial measures. This of 
course is not true; and again, referring to the 85th Congress, fifteen bills of medical 
nature were enacted into law last year and only one was opposed by organized med- 
icine. 


In both the June and December meetings of the American Medical Association, the 
tone was very definitely one of positive leadership, as borne out in the report and rec- 
ommendations by the Council on Medical Service and the inspiring address by Doctor 
Gundersen on the clear line of progress for Organized Medicine to follow to meet the 
changing needs of both the public and the profession. 


Your State Public Policy Committee has been very alert to the legislative trends, 
and during the next few months periodic bulletins will be prepared and mailed by this 
committee to the membership so that we all can be better informed. 


EC, ek aD 


. MOHLER, M.D. 
Mtoe 
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In 
smooth 
muscle 
spasm... 


Pro-Banthine— 

unexcelled for relief of cholinergic spasm— 

has been combined with 

Dartal— 

new, well-tolerated agent for stabilizing emotions— 
to provide you with 

Pro-Banthine with Dartal— 

for more specific control of functional gastrointestinal 
disorders, especially those aggravated by emotional 
tension. 





¢ controls 
stress 


e relieves 
distress 


N 


Pro-Banthine’ with Dartal 


Specific Clinical Applications: Functional gastroin- 
testinal disturbances, pylorospasm, peptic ulcer, gas- 
tritis, spastic colon (irritable bowel), biliary dyskinesia. 


Dosage: One tablet three times a day. 


Availability: Aqua-colored tablets containing 15 mg. 
of Pro-Banthine (brand of propantheline bromide) 
and 5 mg. of Dartal (brand of thiopropazate dihydro- 
chloride). G. D. Searle & Co., Chicago 80, Illinois, 
Research in the Service of Medicine. 
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VETERANS: 








How the most powerful lobby in Wash- 
ington is bleeding every taxpayer to 
subsidize veterans who neither need the 
money nor deserve it—while the seri- 
ously disabled who do need it get short- 
changed. 


Our Biggest Privileged Class 


When are we going to face the fact that 
our veterans programs are becoming one of 
the most flagrant wastes of public money 
in American history? Unless we do some- 
thing about it, veterans of World War II 
are going to receive billions of dollars in 
benefits for which they have not shown real 
need and which they don’t deserve. And if 
the professional veterans lobbies have their 
way, they are going to be paid a lot more. 


I am a veteran who was awarded a “10 
per cent disability” for a minor ailment. I 
have for years refused to collect the dis- 
ability payments I am entitled to because 
my ability to earn a living has not been in 
any way impaired. The veterans organiza- 
tions which are trying to lobby more and 
more money through Congress don’t speak 
for me and I don’t believe they speak for a 
majority of veterans. 


Surely no thoughtful citizen would want 
to begrudge adequate benefits to veterans 
who were seriously disabled during military 
service. And no one would want to deny 


*Copyright 1958, by Harper & Brothers. Reprinted from 
Harper’s Magazine by special permission. 
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generous compensation to the widows and 
children of those veterans who died during 
the war. It would be a national disgrace if 
we did. 


But one of the striking paradoxes of our 
veterans programs is that the seriously dis- 
abled veterans who do need generous help 
the most are being short-changed—they 
should be getting more attention and more 
money. Meanwhile millions are being poured 
out to hundreds of thousands of veterans 
with so-called ‘disabilities’ who were not 
handicapped by their service and who are 
better off economically than many of their 
fellow citizens who must support them. 


There are, in addition, thousands of vet- 
erans getting free hospitalization for disa- 
bilities which occurred after their military 
service, And under our archaic pension sys- 
tem there ‘are hundreds of thousands of men 
who will be drawing veterans pensions in 
addition to social security, despite the fact 
that they had no injuries in service. 


Most disturbing of all is the demand which 
grows more shrill every year for higher and 
higher pensions for veterans who were not 
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disabled during their service. For example, 
one recent bill backed by a major veterans 
organization called for a $105-a-month pen- 
sion for all low-income veterans. The New 
York Times reported that it would cost more 
than one billion dollars in its first year and 
$148 billion before the program ran out. 
That bill was finally defeated but Congress- 
men concerned with veterans affairs warn 
that the same groups will certainly be back 
demanding the same thing next year. 


Money Well Spent 


Few people realize how much we are now 
spending for veterans benefits, let alone the 
costs which will result if the veterans lobby 
has its way in the future. There are now 
some twenty-three million veterans of past 
wars in America of which fifteen million 
served in the second world war. Since I’m 
one of them, it is these fifteen million which 
concern me primarily. Expenditures on be- 
half of veterans last year totaled over $5 
billion—the third most expensive item in the 
federal budget; this item alone cost every 
American family an average of $95. Since 
about half the population of the country is 
made up of veterans and their relatives, the 
veterans themselves must bear much of the 
cost of the benefit programs. 


An awesome machinery. has been erected 
to funnel out this great sum of money. Until 
a recent codification there were literally 
hundreds of laws which dealt with veterans 
affairs and practically every government 
agency is involved with them in some way. 
The Veterans Administration, which has 
chief responsibility, carries some 174,000 
employees on its payroll. 


No other group of civilians comes in for 
anything like this special attention from the 
government and it seems pertinent to ask 
how well or how badly the veterans of the 
second world war fare in relation to the 
rest of the population. 


An authoritative answer to this, as well 
as a good many other questions about vet- 
erans problems, was provided by the Presi- 
dent’s Commision on Veterans Benefits 
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headed by General Omar N. Bradley in 
1956.* Veterans, the Commission concluded, 
are on the whole better off than non-veter- 
ans. Their average monthly income is consid- 
erably higher ; their educational level is three 
years above the non-veterans; they own 
more houses. And in general veterans hold 
jobs at a higher level than they did before 
entering the service. A good many more 
work at professional, managerial, and skilled 
jobs than before the war; fewer work as 
factory laborers or in service occupations. 


Of course it isn’t an accident that we vet- 
erans enjoy advantages of this kind. We 
owe a lot of them to the GI Bill of Rights 
and the other laws which made up the his- 
toric program of readjustment benefits, 
mustering-out payments, job preferences, 
loans, and subsidized education after the 
war. The premise of the program was that 
veterans would need help in returning to 
productive civilian life and it was correct. 
In the decade after V-J day nearly all of the 
fifteen million veterans received at least 
one kind of benefit; over half took advan- 
tage of the opportunity to obtain education 
and training at government expense. 


By now, more than $24 billion have been 
spent on postwar readjustment benefits for 
American veterans—and nearly $34 billion 
in loans for homes, businesses, and farms 
have been guaranteed by the Veterans Ad- 
ministration. Most Americans would agree, 
I think, that this money was well spent— 
that it benefited the nation as well as ful- 
filled an obligation to those who had re- 
turned from the wars well in mind and 
body. But what about those who were dis- 
charged from the service with “disabilities” 
—how well have we done by them? 


The Able Disabled 


The answer, as I’ve suggested, is that for 
the most part we have done much too well 
by many of them; tens of thousands don’t 
need compensation and shoudn’t get it. Of 
course any veteran who is so disabled that 
he is in pain or his earning capacity is really 


*Copies of the Report of this Commission, on which many 
of the facts and conclusions in this article are based, can be 
obtained for $1.25 from the U.S. Superintendent of Documents, 
Government Printing Office, Washington 25, D.C. 
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impaired should be fully and generously pro- 
vided for. But I don’t think most citizens 
would take this to mean that every tempor- 
ary hurt or minor indisposition resulting 
from military service should have a cash val- 
ue for life. 


However, this is precisely what has hap- 
pened. Of the 1,785,496 veterans of the Ko- 
rean War and World War II now receiving 
compensation for disabilities incurred in the 
service, well over a million suffer from no 
more than minor indispositions. 


These are the so-called “10 and 20 per 
cent disability boys” who receive from $19 
to $38 a month. Few of their disabilities 
were sustained in combat. Most result from 
minor injuries and illness. According to 
doctors who have studied many of their 
cases, a high proportion of them have suf- 
fered no loss of earning capacity. And ac- 
cording to actuarial studies, they have on 
the average the same prospects for a natural 
life span as do normal people. Their general 
physical condition, in brief, is on the aver- 
age as good as that of other veterans and 
probably somewhat better than the average 
among the population as a whole. 


If any of the low-disability veterans do 
have medical expenses as a result of their 
service ailment, the Veterans Administration 
pays for them in addition to the monthly 
disability check. So disability benefits for 
these men are nothing less than gifts pure 
and simple; as such they are undoubtedly a 
welcome help toward purchasing a car, a 
television set, and the other things that the 
rest of us must pay for out of what we earn. 


The grotesque waste of money in needless 
payments points up, it seems to me, the 
slapdash superficiality of the way in which 
the entire disability program is conceived 
and administered. Most disinterested vet- 
erans experts I’ve talked with agree that at 
least five changes should be made: 


(1) Compensation should stop as soon 
as possible for the majority of the 10 and 
20 per cent disability boys. Some of course 
should stay on the rolls and some should be 
getting more benefits. But for most, the 
pointless giveaway should come to an end at 
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once. Unfortunately, for political reasons, 
it probably will be necessary to settle a lump 
sum on those whose accounts are closed out. 
My own proposal—as an interim measure 
until the government acts—is that veterans 
receiving 10 and 20 per cent disability com- 
pensation voluntarily make the money they 
receive available to those who are very bad- 
ly disabled, or to the children of their com- 
rades who died during the war. 





(It seems worth noting that only one- 
quarter of all veterans receiving compensa- 
tion fell ill or were injured in a combat 
zone—not to mention combat itself. For 
many of them, surely, their struggles to win, 
raise, and hold on to their disability pay- 
ments are a lot more intense than anything 
they underwent during the war.) 


(2) The present scale of payments should 
be completely reconsidered. There are some 
disgraceful inequities, even among those 
who are considered to be 80 to 100 per cent 
disabled. Some of these men are able to 
make some money despite their handicap, 
and more power to them. Others are lying 
flat on their back at home, unable to work, 
a burden to their family, and they’ll be in 
that condition for the rest of their lives. 
For veterans in the 100 per cent disability 
category, the top compensation rate of $225 
a month—in special cases it can go higher— 
seems, to me at least, inadequate. It should 
be sharply increased—doubled in some cases 
in my opinion—and I can think of no way 
in which the funds saved from cutting down 
on low-disability payments could be put to 
better use. 


(3) The standards by which disability 
payments are determined should be thor- 
oughly revised. Supposedly the present 
schedule of payments was based on an es- 
timate of the average impairment of earn- 
ing capacity which a given disability would 
cause. But when General Bradley’s com- 
mission looked into the question it found 
that scarcely any information had been col- 
lected on the relation between disabilities, 
earning capacity, and current income. The 
disability schedule reflected neither modern 
medical knowledge nor the changes in the 
character of present-day jobs, which are in- 
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creasingly “white collar.” Veterans apply- 
ing for aid were not even asked—and still 
are not asked—to indicate their economic 
situation or potential earnings. Also, extra 
benefits received under special statutes cov- 
ering veterans who had lost a limb or suf- 
fered other incapacities were not sufficient- 
ly taken into account. 


Certainly such factors as the loss of phys- 
ical integrity, social inadaptability, and 
shortened life expectancy must be taken in- 
to account when awarding disability pay- 
ments. And it can be argued that in cer- 
tain cases the ability to overcome a handi- 
cap should not result in loss of compensa- 
tion. But what is needed, above all, is a 
single comprehensive rating system based 
primarily — and realistically —on earning 
capacity. 


(4) Adequate provision should be made 
for the recovery of veterans from their dis- 
ability and their rehabilitation. This is one 
of the chief defects of the present system. 
In theory, disability payments ought to cease 
when the veteran recovers; in practice a 
large proportion of them are for life. Medi- 
cal experts suggest that a re-examination of 
veterans take place each year; as things 
stand now they may or may not take place 
and often don’t. 


Equally serious is the lack of co-ordination 
between the government’s separate pro- 
grams for compensation and rehabilitation. 
Dr. Howard A. Rusk, one of the nation’s 
leading experts on veterans rehabilitation, 
feels that if disability payments are not 
carefully supervised they may act to stifle 
the veteran’s initiative to stand on his own 
feet as a self-sufficient and productive citi- 
zen; nothing, obviously, could be more dis- 
couraging for the operation of an effective 
rehabilitation program for the disabled. 


Who is going to protest against changes 
of this kind being made in the compensation 
system? You can wager that the loudest 
complaints will come from those who need 
disability compensation the least. When I 
discussed changes in the disability program 
with veterans groups I found that most vio- 
lent opposition came from the American Le- 
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gion, an organization which is made up for 
the most part of able-bodied men. The near- 
est agreement came from the spokesman for 
an organization of paralyzed veterans. He 
was understandably concerned that cuts 
made in some disability payments might ex- 
tend too far and affect his group. But if 
that could be avoided, he was all for getting 
a revision of the clumsy and wasteful sys- 
tem under way as soon as possible. 


Hospital Beds 


Just as scandalous as the deficiencies of 
the compensation program are the abuses 
of the veterans hospitals. The Veterans Ad- 
ministration runs some 173 hospitals which 
admit over half a million patients a year. 
Originally these hospitals were set up only 
to take care of men who were disabled— 
either mentally or physically—in the serv- 
ice. However an exception was soon made 
to admit men who weren’t—if extra beds 
were available. 


What happened was that most who ap- 
plied were adn itted and the beds were soon 
filled; pressure then mounted to construct 
more hospitals, providing more beds for 
those with disabilities received outside the 
service, and ag vin the beds filled up. The 
cycle kept repeating itself. According to a 
recent report of the Veterans Administra- 
tion only one of the “eligible” 22,000 vet- 
erans on its hospital waiting list had been 
disabled during military service—and he 
was merely waiting to get into a hospital in 
the area he preferred.* Theoretically, a situ- 
ation of this kind was supposed to have been 
avoided by a regulation requiring all who 
were not disabled during military service to 
sign an affidavit swearing that they couldn’t 
afford to pay for treatment. It seems that 
this affidavit has now become something of 
a joke. And understandably. The law for- 
bids the Veterans Administration to check 
up on it! 


The wastage involved in the compensa- 
tion program can be counted merely in hun- 
dreds of millions of dollars. Compared with 
the multi-billion dollar pension grab which 


*It should be noted that some of the pressure on these hos- 
pitals results from the inadequacy of state and local facilities 
to care for thousands of neuropsychiatric cases who are forced 
to turn to the veterans hospitals for treatment. 
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is now in the offing—and will reach astro- 
nomical heights if the veterans organizations 
have their way —Zit really seems quite 
modest. 


The Perils of Pensions 


Few people seem aware that, as the law 
stands, at least half of all living veterans 
and their dependents—possibly more—will 
qualify for a veterans pension in addition 
to social security before they die. Pensions, 
of course, are not based on anything that 
happened during military service. In gen- 
eral, to be eligible for a pension ranging 
from $66.15 to $135.45 a month (for a vet- 
eran requiring care and attendance), a vet- 
eran must be (a) at least sixty-five years 
old; (b) 10 per cent disabled from any 
cause; (c) unemployable; (d) with a yearly 
income of less than $1,400 if single and $2,- 
700 if: married. (Younger veterans can 
qualify by showing a higher degree of dis- 
ability.) 


Obviously only a small proportion of the 
veterans of World War II and the Korean 
War are now disabled enough or old enough 
to qualify for pensions under these terms. 
Just how many will receive pensions toward 
the end of the century depends a lot on how 
the laws are interpreted and administered. 
At present anyone who is sixty-five and 
out of a job is considered—in practice, if 
not in regulation—unemployable. And if 
the standards of disability are construed in 
the future as they are now, we can expect 
that many veterans will have little trouble 
proving themselves disabled as they turn 
sixty-five. 


So even at present, the pension laws and 
standards are extremely liberal. If they 
remain unchanged, it is estimated that some 
four million World War II and Korean vet- 
erans and their dependents will be on the 
pension rolls at the end of the century. 


This program will cost billions of dollars 
each year but will be no more than a thin 
shadow of the pension system the big vet- 
erans organizations are now driving hard 
to put on the books in Washington. The 
American Legion, for example, wanted last 
year both to raise the maximum income a 
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veteran can receive and still be eligible for 
a pension and to establish in law the prin- 
ciple that a veteran would be automatically 
considered both unemployable and disabled 
when he’s sixty-five. This proposal is only 
one of several advanced by veterans organi- 
zations which could extend pensions to vir- 
tually all veterans. It is estimated that an- 
other of the plans—for an unqualified, all- 
embracing service pension—would, at its 
peak, cost as much as $13 billion a year. 


Veterans would thus be set apart as a 
subsidized category of citizens, far more 
favored than any large group has ever been 
in the history of our country. A heavy share 
of the burden of paying them would fall on 
the rising younger generation which, from 
the look of things, will have quite enough 
troubles on its hands as it is. 


The Revolution and the Thumped Chest 


Why should World War II and Korean 
War veterans have pensions at all? In all 
the high-flown doubletalk that one hears 
from veterans groups in support of pensions, 
the most consistent argument seems to be a 
combination of historical precedent and loud 
chest-thumping. Since Revolutionary times 
and throughout American history, it is ar- 
gued, a grateful nation has awarded its vet- 
erans cash stipends as a reward for their 
sacrifices while protecting the nation; vet- 
erans of our most recent wars deserve the 
same. 


Now it is true that after the Revolution- 
ary War, Congress voted pensions for vet- 
erans—and for excellent reasons. The typ- 
ical Revolutionary soldier, a volunteer who 
was miserably paid during his service, re- 
turned to a chaotic and broken economy. 
There was no medical assistance if he had 
been hurt, no help toward getting a start in 
civilian life, and no government program to 
assist civilians in their old age. He needed, 
in fact, a pension. 


All those conditions have now changed. 
We were relatively well-paid during the war. 
Those who need medical care are getting it. 
Readjustment benefits such as the GI Bill 
gave us an important push forward when 
we had to make our way again in civilian 
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life. Veterans had the chance to continue 
their GI life insurance as civilians at very 
low rates. Most important of all, a national 
system of Social Security has been put into 
operation. True, it is not fully adequate for 
the needs of most of our population; but it 
is a pretty safe bet that by the time most 
veterans of World War II are sixty-five it 
will be vastly improved, along with the 
other forms of social insurance. 


Veterans who are now better off as a 
group than the rest of the population will 
also be better off in their old age; they’ll 
acquire more savings, private pension-plan 
payments, and other benefits than non-vet- 
erans. They have then, as a group, no spe- 
cial need for a general service pension or 
for a loosely administered pension for those 
“disabled” after military service which 
would, as the Bradley Commission pointed 
out, amount to the same thing. 


It is probably for this reason that lobby- 
ists for veterans organizations tend to talk 
a good deal less about further needs than 
about past sacrifices. Certainly there was 
inequality of sacrifice during the war but 
who can deny that there was as much of it 
inside the services as out of them? If we 
must assess different degrees of sacrifice, 
surely it is absurd to lump together the 
Army black-marketeer, the stateside military 
clerk and the combat soldier who risked his 
life every day. There were of course some 
men who, to their discredit, managed to 
evade the military service and comfortably 
sat out the war. But in general, the burdens 
and sacrifices of military service were 
shared through the selective-service system 
about as fairly and as democratically as hu- 
mans have ever done it. 


The final case against pensions depends 
not on weighing relative sacrifices between 
soldiers and civilians but on the simple prin- 
ciple that people who are lucky enough to 
be citizens of this country have a funda- 
mental duty to protect it when it is in 
danger. 


Franklin D. Roosevelt, a President who 
could not be called hostile to social legisla- 
tion, summed it up in these terms: 


The government has a responsibility 
for and toward all those who suffered 
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injury or contracted disease serving in 
its defense but no person because he 
wore a uniform must therefore be placed 
in a special class of beneficiaries over 
and above all other citizens. The fact 
of wearing a uniform does not mean 
that he can demand and receive from 
his government a benefit which no other 
citizen receives. It does not mean that 
because a person served in defense of 
his country, he should receive a pension 
from his government because of a dis- 
ability incurred after his service termi- 
nated. 


Sound and Fury and Pressure 


How would the majority of veterans feel 
about this principle? Are they lined up be- 
hind the drive for pensions? No one can 
know the answer with great precision, but 
there is solid evidence that they aren’t. Ac- 
cording to a Roper poll, most veterans felt 
entitled to some help immediately after dis- 
charge and they were strongly in favor of 
generous assistance to those disabled in serv- 
ice. But only a small proportion—less than 
10 per cent—thought that all veterans should 
be awarded pensions. When another survey 
asked veterans if their military service had 
been a handicap to them, only 10 per cent 
indicated that it had; the rest said either 
that it had helped them or that it had made 
no significant difference. 


Practically all the sound, the fury, and 
the political pressure over pensions springs 
not from the rank-and-file but from the 
leadership and lobbyists of the great vet- 
erans groups—the American Legion, the 
Veterans of Foreign Wars, and the Disabled 
Veterans of America, among others. (About 
the only group opposed is the very small 
American Veterans Committee.) 





The power of these groups in Washington 
today is staggering. The American Legion, 
for instance, is rated by political experts as 
one of the smartest and most effective lob- 
bies operating in the country today. Work- 
ing its way through the Congressional com- 
mittee rooms and corridors it seems able to 
change its tune at will from a throbbing 
emotional appeal for our noble heroes to a 
shrewdly timed threat to swing support to a 
Congressman’s political opponent. It can 
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back up its campaign with a large supply of 
money, with such tactics as organized letter 
writing, and simply with its membership 
figures which total some 2,750,000. 

Many Congressmen are extremely reluct- 
ant to tangle with the Legion or with the 
other veterans groups who work along the 
same lines, if less elaborately. Some have 
been known to propose ambitious bills for 
veterans benefits which they make sure will 
die before they reach the committee stage. 
Pension bills have been passed in the House 
and then killed in the Senate—with, it was 
suspected, a sigh of relief from the House. 
But many Congressmen wonder how long a 
showdown with the veterans groups over 
pensions can be avoided. 


“The pressure for veterans pensions,” ac- 
cording to one Congressman, “‘is like a cloud 
hanging over Washington.” 


Since the total membership of the pro- 
pension groups numbers over four million, 
the timidity of the legislators who deal with 
them is comprehensible. But many experts 
on veterans politics seriously doubt if the 
top-level leadership of the organizations and 
the professional lobbyists they hire really 
speak for their members, many of whom, 
they suggest, are more interested in the 
clubhouse camaraderie of the organizations 
than in the legislative policy. The hard 
core of leaders who everlastingly plug for 
more benefits have been compared to old- 
line union bosses who feel that they must 
get a raise each year for their members or 
lose office. 


This may be so, but if you talk with top 
officials of the American Legion, you will 
find no hint of uncertainty, no self-question- 
ing about Legion policy or the degree of 
support for it. The men who lead the Le- 
gion are supremely confident that they speak 
for the veteran; any suggestions that they 
might be wrong, that an alternative policy 
might have merit, that they are advancing a 
minority position, are treated as if they 
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verge on the unpatriotic. These men seem 
perfectly sincere in their demands for spe- 
cial status for the veteran. They were genu- 
inely shocked, for example, when I told them 
that I had refused to collect my disability 
compensation. I was, they told me, commit- 
ting a disservice to all veterans by doing so. 


This kind of fervor, it must be said, did, 
in its day, produce some excellent and badly 
needed legislation for veterans, and in some 
instances it still does. The postwar GI Bill 
of Rights is an example. It is unfortunate 
that the veterans groups are now so un- 
swervingly committed to the quest for more 
and more money. It will be an extremely 
tough job to stop them from getting what 
they want. 


The large mass of veterans who are not 
actively seeking pensions and special priv- 
ileges are the ones whose voices are seldom, 
if ever, heard. There is, in short, no lobby 
for the public interest. What is most needed, 
it seems to me, is a Citizens Group on Vet- 
erans Affairs which would be composed of 
well-known leaders who hold high prestige 
in the public eye. Such a committee could 
carry on a vigorous campaign to expose the 
dangerous consequences which so many pro- 
posals for veterans pose to the country as 
a whole. 


One important function of such a group 
would be to re-emphasize the principle on 
which all discussions of the veteran must 
turn and with which, I believe, most Ameri- 
cans would agree: that military service is 
an indispensable and honored obligation of 
free citizens to their country and not, in 
itself, the basis of special privilege. If we 
veterans are to be a special group apart, 
let us be apart only in the sense that we 
are less self-seeking and more dedicated to 
the broad national welfare than others. We 
can do our country a much-needed service 
by taking a bold stand against those who 
would impose great burdens on the public in 
our name, 
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Democratic Council Favors Forand 


The Democratic Advisory Council, com- 
posed of party leaders mostly from outside 
Congress, favors a hospital-nursing home 
care program under social security, but there 
is no evidence that the top Democrats in 
Congress will go along with the idea. The 
Council recommended the step in a com- 
prehensive manifesto, adopted at a Wash- 
ington meeting to evaluate voter trends in 
the November election and chart a suggest- 
ed course for the 86th Congress which opens 
January 7. 


Hardly had the document been released 
when House Speaker Rayburn and Senate 
Leader Johnson let it be known that Demo- 
crats in Congress would formulate their 
own legislative program, and that it might 
not be a close parallel to the Council’s report. 


Prominent in Council discussions were Ex- 
President Truman and Adlai Stevenson, 
twice (1952 and 1956) defeated as Demo- 
cratic presidential candidate. Presiding at 
the session was the Democratic National 
Chairman, Paul Butler. Present also were 
a number of governors and national com- 
mitteemen. The Council was formed two 
years ago. Originally 10 members of Senate 
and House were appointed to the 20-man 
group, but with few exceptions they have 
either declined or been generally inactive. 


To “insure a secure life for our people,” 
the Council proposes that social security tax- 
es be increased by one quarter of one per 
cent for employer and employee, and three- 
eighths of one per cent for the self-employed, 
with the money used to finance between 20 
and 60 days of hospital care and ‘‘a limited 
amount” of nursing home care for the aged 
and other social security beneficiaries. 


The council also would eliminate the age 
50 limitation on disability payments, as “a 
disabled person is disabled whether he is 25, 
40, or 50 years old.” Also, it would have 
benefits increased 20% within the next 


three or four years, widow’s benefits boost- 
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Mills Doubts Tax Cut 


Chairman Wilbur Mills (D., Ark.) of the 
key House Ways and Means Committee, out- 
lining his expectations for the coming ses- 
sion, says he expects no tax cut, but at the 
same time he believes the overwhelmingly 
Democratic Congress will not be in a wide- 
open spending mood. All taxation proposals, 
including such social security measures as 
the Forand bill, are handled by this com- 
mittee. 


Mr. Mills’ remarks were made to New 
York meetings of the Association of Mutual 
Savings Banks and the Tax Foundation, and 
released in Washington by the Ways and 
Means Committee. He said it was a “hard, 
cold fact” that Federal spending has been 
increasing in an “inexorable” way since 
the country was founded, from $4 million 
for two years to an anticipated $80 billion 
the current fiscal year. He did hold out some 
hope for revision of the progressive rates 
in the income tax brackets to encourage in- 
vestment, and a broader tax base. He com- 
mented: 


“ . . We are faced with the likelihood 
that people will continue demanding more 
and more services from the government. 
Therefore, as much as I would like to be- 
lieve that this growth in our economy, and 
the resulting increase in our revenue level, 
will dissolve this fiscal shortage we face, I 
do not feel justified in relying on this alone. 
As a result, I have been forced to conclude 
that it is not enough to say that we can iron 
out the many problems in our tax structures 
as soon as tax reductions become possible, 
because, in all frankness, I am not at all cer- 
tain when that day is coming.” 


ed, and the earnings ceiling for OASI taxes 
moved up from $4,800 to $7,200 within two 
years. 


In other health areas, the council urged 
more appropriations for hospital construc- 
tion and “a steady effort” to increase funds 
for medical research. 
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Practical Nursing Program 
Needs Financial Boost 


Recent changes in the amount of federal 
matching funds available for the operation 
of vocational practical nursing schools in 
Oklahoma will make it necessary for the 
state to increase the scope of its financial 
responsibility, according to Ruth E. Burris, 
State Supervisor of Practical Nurse Train- 
ing. 


Under the Health Amendments Act of 
1956, federal money was available to cover 
75 per cent of the cost of instruction and of 
the supplies and equipment used directly in 
teaching. Since July 1, 1958, only 50 per 
cent of these costs may be provided. 


Before the implementation of the Act, 
there were three schools of practical nurs- 
ing in the state, two of which were private- 
ly operated and one a vocational education 
program. There are now ten such schools in 
Oklahoma, nine under the direction of the 
State Board of Vocational Education. 


Mrs. Burris further stated that the na- 
tional legislation was based upon the premise 
that professional nurses were not available 
in numbers large enough to meet the mini- 
mum health needs of the United States. The 
training of auxiliary workers in nursing and 
other health occupations is designed to help 
provide a part of the services normally given 
by professional nurses. 


Funds to match the federal contribution 
may be of either state or local origin. Up 
to this time, state money has been used in 
matching federal funds for maintaining the 
State Office for the Division of Practical 
Nurse Training. All matching funds used 
in local communities for operating schools 
of practical nursing have been provided by 
the hospitals in which students have their 
supervised experience in nursing. 


The schools are administered through lo- 
cal boards of education, but receive no fi- 
nancial aid from these boards. In six of the 
nine schools, the classrooms are in the co- 
operating hospitals. The provision of fa- 
cilities is not matched on a 50 per cent basis 
as are instructors’ salaries, supplies and 
equipment and the cost to the hospital there- 
fore exceeds the 50 per cent figure. 
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. Texas Holds Conference for 
County Society Officials 


A one day conference for county medical 
society officials has been set for January 
24 by the sponsoring organization, the Tex- 
as Medical Association. The event will take 
place in the headquarters building of the 
Texas Association in Austin. 


John E. McDonald, M.D., Tulsa, a mem- 
ber of the A.M.A.’s Committee on Legisla- 
tion, will appear in an afternoon symposium 
entitled “What’s Ahead for Medicine in 
1959.” In addition to Doctor McDonald, 
other participants in the conference will be: 
Ernest B. Howard, M.D., Assistant Execu- 
tive Vice-President of the A.M.A.; George 
Bugbee, New York, President of the Health 
Information Foundation; Russell B. Roth, 
M.D., Erie, Pa., Chairman of the A.M.A.’s 
Committee on Federal Medical Service; Don- 
ald B. Stubbs, M.D., Washington, D.C., 
Board Chairman of the Blue Shield Medical 
Care Plans and the Honorable Frank Ikard, 
Wichita Falls, U. S. Representative from 
Texas. 


Among the topics to be covered are: 
“Building a Stronger and More Effective 
Medical Organization,” “Observations of 
Government Medicine in England,” ‘“Fed- 
eral Medicine and the Private Patient,” 
“Blue Shield and American Medicine,” and 
“Congressional Issues of Particular Interest 
to Physicians.” 


In order to make the program more ac- 
ceptable to hospitals, particularly in view of 
the federal cutback, Mrs. Burris’ group will 
submit a budget to the state legislature 
which will include a request for enough state 
money to pay one-fourth of the salaries of 
instructors. The additional monies are nec- 
essary to stabilize the program and put it on 
a continuing basis, according to Mrs. Burris. 


In the United States, there are about 550 
schools of practical nursing, with an enroll- 
ment of approximately 16,000 students. The 
nurse training program, greatly expanded 
by the federal participation, has added ma- 
terially to the ancillary health force of the 
country. 
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A.A.P.S. Highschool Essay 
Contest Promoted Locally 


The Oklahoma State Medical Association 
will again sponsor the state phase of the 
national highschool essay contest offered 
by the American Association of Physicians 
and Surgeons. All students of public, pri- 
vate and parochial! highschools are eligible 
to submit essays on either of two subjects: 
“The Advantages of Private Medical Care” 
and “The Advantages of the American Free 
Enterprise System.” 


Founded in 1943, the A.A.P.S. is an or- 
ganization of libertarian physicians dedi- 
cated to (1) preserving quality medical 
care, (2) saving medical freedom for phy- 
sicians and their patients, and (3) main- 
taining freedom for all Americans. 

Fourteen national cash prizes will be 
awarded to the top essayists. A total of 
$2,675 will be presented, with the first place 
winner receiving $1,000, second place $500, 
third place $250, the next four places $100 
each and the last seven prizes of $75 each. 

A late start in publicizing the Oklahoma 
part of the 1958 contest resulted in very few 
entries being submitted, Floyd Moorman, 
M.D., Oklahoma Chairman, reported. In 
spite of the low number of contestants from 
Oklahoma, all state winners received honor- 
able mention at the national level. In this 
year’s contest, however, the Oklahoma City 
school system has already accepted the pro- 
gram on a voluntary basis and Doctor Moor- 
man’s group is encouraging the Woman’s 
Auxiliary to promote participation in the 
contest. County medical societies and mem- 
bers of the A.A.P.S. throughout the state 
are also being relied upon to encourage lo- 
cal contests and submit three winning 
papers for judging at the state level. 

Essays must be limited to 1500 words and 
should be typewritten on one side of 814 
x 11 paper, double spaced, if typewritten. 
The deadline for receipt of papers for state 
judging is March 15, 1959. State winners 
will be entered in the national contest be- 
fore April 1, 1959. 

Further information may be obtained by 
writing the A.A.P.S., Contest Committee, 
Suite 318, 185 North Wabash Ave., Chicago 
1, Illinois, or by contacting Doctor Moor- 
man at 1220 N. Walker, Oklahoma City. 
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K.U. Offers P.G. Course in 
Endocrinology and Metabolism 


The Department of Postgraduate Medical 
Education of the University of Kansas and 
the Kansas Medical Society have planned a 
two day course on Endocrinology and Me- 
tabolism for January 28 and 29. Scheduled 
to be held in Battenfield Auditorium, Kan- 
sas City, the program has been developed 
by the Department of Internal Medicine and 
Obstetrics and Gynecology, and is designed 
to be of interest to physicians of both fields 
as well as to generalists. 


Turner on Program 


Serving as faculty guest instructor will 
be Henry H. Turner, M.D., Oklahoma City. 
Doctor Turner, President-Elect of the Na- 
tional Society of Nuclear Medicine, will de- 
liver two papers and appear on two panel 
discussions. “Ovarian Agenesis and Other 
Problems of Gonadal Dysgenesis” and 
“Problems in the Treatment of Myxedema 
in Children and Adults” will be the titles of 
his presentations. The panel discussions will 
deal with ovarian agenesis, adrenal and 
pituitary diseases and thyroid disorders. 

In addition to Doctor Turner, other guest 
instructors will be: Robert B. Greenblatt, 
M.D., Augusta, Ga.; F. Raymond Keating, 
Jr., M.D., Rochester, Minn.; Thomas H. Mc- 
Gavack, M.D., Martinsburg, W. Va.; and 
Max Miller, M.D., Cleveland, Ohio. 

The program format will cover four as- 
pects of the conference theme. The four ma- 
jor divisions of instruction are: Endocrine 
Problems in Reproduction; Diabetes; The 
Adrenal Cortex; and, Thyroid. 

Minimum and maximum enrollment have 
been established for the course and it is 
recommended that physicians register in 
advance. A fee of $30.00 has been set for 
the two day course, but those who prefer 
may enroll for one day for a fee of $17.50. 
Checks should be made payable to the Uni- 
versity of Kansas and mailed with advance 
registration to the Department of Postgrad- 
uate Medical Education, University of Kan- 
sas School of Medicine, Kansas City 12, 
Kansas. 

Fourteen hours of Category I credit may 
be earned by members of the American 
Academy of General Practice. 
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Commercialism Threatens 
Hospital Tax. Status 


Non-profit hospitals are jeopardizing their 
tax-exempt status and the tax deductibility 
of donations by engaging in commercial en- 
terprises for profit. 


This was disclosed on December 8 in a 
newly revised edition of the 44-page report 
by the Foundation for Management Re- 
search, Chicago. The study, entitled “Doc- 
tors’ Offices in Hospital-Financed Build- 
ings,” recommended that hospitals use all 
available capital funds to expand bed space. 
The Foundation found that the increase in 
the number of hospital-financed medical of- 
fice buildings was “a dangerous tendency 
in hospital administration.” 


“Rents are usually nominal, and these 
physicians are thus enabled to utilize pub- 
licly endowed facilities for private gain. 
This violates local property exemptions and 
the Internal Revenue Code,” the study said. 


In addition to medical office buildings be- 
ing financed by hospitals for the private 
benefit of a few senior physicians, the Foun- 
dation also found that some hospitals were 
expanding into restaurants, drug stores, sur- 
gical supply stores, florist shops, and other 
businesses “all open to the public at large, 
and competing with private trade.” 


“This tendency to engage in commercial 
enterprises, not for the benefit of patients 
but primarily to earn a profit, is slowly un- 
dermining the tax-exempt status of non- 
profit hospitals,” the report said. 


This threat to hospitals’ tax status and 
donations is occurring at a time when their 
capital needs are the greatest in history. The 
study pointed out that for the next 20 years, 
general non-profit hospitals will need $501 
each year in contributions for new bed space 
to replace obsolete facilities and to match 
the nation’s population growth. 


“In the future, any hospital making a 
capital drive will have to justify publicly its 
use of hospital space and land for private 
physicians’ offices and other commercial en- 
terprises,” the report stated. “The urgent 
need is more hospital bed space. By the same 
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token, every dollar of hospital funds frozen 
in medical office buildings and other com- 
mercial enterprises is a dollar taken away 
from investment needed for beds.” 


The Foundation report said that should 
hospitals lose their local or federal tax ex- 
emptions, donors stood to lose heavily be- 
cause their contributions would automati- 
cally be ruled to be non-deductible by the 
Internal Revenue Service. 


Other objections raised by the Foundation 
report to hospital-financed offices for phy- 
sicians’ private practices were: 


1. It caused dissatisfaction among phy- 
sicians ‘frozen out” and faced with “unfair 
competition” from physicians with subsi- 
dized private offices in non-profit hospitals. 


2. Hospitals do not benefit significantly 
from this practice. 


3. Permitting private gain through use 
of publicly-endowed facilities is misuse of 
public contributions. 


4. Using up hospital space or grounds 


for office buildings may cripple future ex- 
pansion, needed for bed space. 


Private Duty Nurses Raise 
Rates in Four Counties 


District I of the Oklahoma State Nurses 
Association met on December 3 and ap- 
proved certain changes in the fee schedule 
and employment standards of private duty 
nurses in Oklahoma, Canadian, Cleveland 
and Logan Counties. The changes, which 
are printed below, were effective as of Jan- 
uary 15, 1959. 


Fees 


Daily rates— 
Consecutive 8 hour schedule, or fraction there- 
of . . . $16.00 

Hourly rates: (To be used only when employ- 
ment is specifically on an hourly basis, or for 
special procedures or services; that is—Hypo- 
dermics, dressings, etc. Total time not to ex- 
ceed 3 hours): 1st hour or fraction thereof 
- « « $5.00. 
Each successive hour or fraction thereof . . $2 

Multiple nursing (Nursing of two patients on an 
emergency basis until an additional private 
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duty nurse is available): Consecutive 8 hour 
schedule or fraction thereof to be divided 
equally between the patients . . . $26.00 

Relief Nursing: (General Duty Nursing in insti- 
tutions, offices or Industry) (a) Not to exceed 
14 days within a calendar month—Employers 
general duty salary rate and other employ- 
ment policies apply. 

Cancellation: 
(a) Nurse notified of cancellation by patient 
or family after arrival at place of employ- 
ment receives fee for one shift. 

Payment: 
Bills are payable on presentation of Statement. 

Travel: 
When traveling with patient, travel expenses 
for a round trip, including cost of transporta- 
tion, food and lodging are paid by patient. 
The regular 8 hour fee for days involved should 
be charged; regular time is charged for the 
time over eight hours—this applies especially 
while traveling with patient. The nurse is en- 
titled to the daily fee until her return to the 
place of Departure (receipts for Expenses are 
presented to patient.) 


Hours 


1. A work day shall consist of eight consecutive 
hours including 30 minutes meal period in shift which 
are the usual practice of the institution. 


2. Hospital Nursing Service shall provide relief for 
meals when necessary. 


3. A nurse called within shift periods remains only 
until next shift. 


4. A nurse reports for duty 10 minutes before the 
change of shift. 


Time Off 


A nurse has the privilege of arranging for relief, 
providing it meets with the approval of the patient. 


No Discrimination 


The same opportunities for employment shall be ex- 
tended to all members, regardless of race, creed or 
national origin. 


Facilities Provided by Hospitals for the 
Private Duty Nurses: 


1. Provisions for Orientation to physical layout, 
special techniques, routines and regulations of the 
Hospital. 


2. Adequate locker, lunch and dressing room. 


3. A suitable place designated for private duty 
change of shift reports. 


4. A nurse on any shift assumes responsibility for 
her own meals and shall have the same privileges 
as the nursing staff regarding purchases of meals 
from the institution. 
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“A Word to the Wise” 


From Narcotic Enforcement Division, 
Attorney General’s Office 


An examination by State agents of the 
narcotic prescription files on a spot check 
of drug stores across the State reveals 
that many members of the medical pro- 
fession are imposing upon and placing the 
druggist in jeopardy by continuing tele- 
phone prescriptions for so-called potent 
narcotic drugs in violation of the Federal 
and State narcotic laws. 


The liberalization of the regulations 
relating to narcotic drugs that permit 
oral prescribing of certain codeine com- 
pounds was intended to aid the profession 
by eliminating some of the “hardship” 
circumstances that would otherwise ne- 
cessitate after-hour calls. This procedure, 
which was instituted by the Federal Bu- 
reau of Narcotics, was adopted by many 
states, including Oklahoma. This action 
is evidence of the spirit of cooperation 
by the State with the medical profession. 
The failure of some members of the pro- 
fession to cooperate with the State is dis- 
appointing and the continued practice of 
telephone prescription for potent narcotics 
not authorized can only lead to disaster 
for the offending doctors and druggists. 











Alumni Association 
Proposes New Program 


A two-point legislative program is being 
proposed by Alumni and friends of the Uni- 
versity of Oklahoma School of Medicine in 
an attempt to bolster and stabilize Medical 
Center finances. 


Goals are: 

ONE—An additional $2 million per year 
for operational support of the two Univer- 
sity of Oklahoma hospitals and the Medical 
School. 

TWO—$400,000 to match a federal grant 
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awarded in March, 1957, for construction of 
a research building. 


Drawn by the Alumni Association of the 
Medical School, the program was endorsed 
in November by the Public Policy commit- 
tee of the Oklahoma State Medical Associa- 
tion. 


Carl Bailey, M.D., Stroud, Alumni presi- 
dent, and Wendell Smith, M.D., Tulsa, legis- 
lative chairman, have pointed out that pres- 
ent appropriations do not provide for op- 
eration of the total number of beds in Uni- 
versity and Children’s Memorial hospitals 
(56 beds are now closed). With the present 
budget, it also is impossible for the Medical 
School to appoint the full complement of 
teachers or to meet salary competition for 
existing faculty. 


The Medical Center obviously cannot plan 
for capital needs and further development 
as a ranking medical center unless recurring 
financial problems are solved, Alumni lead- 
ers emphasize. 


In order to prevent further curtailment 
of the teaching and patient care program, 
$1,500,000 more per annum is sought for 
University hospitals and a $500,000 per year 
increase is requested for the Medical School 
budget. 


Present appropriations are $2,164,026 for 
the hospitals; $746,880 for the Medical 
School. This compares with $3,070,000 the 
state of Arkansas appropriated last year for 
the 270-bed University hospital at Little 
Rock and $1,020,000 allocated the Univer- 
sity of Arkansas School of Medicine. 


Unless matching state monies are provid- 
ed for a research faculty by February 28, 
1959, the $400,000 federal grant will be lost. 
It has been renewed three times pending lo- 
cal participation. 


Representative James M. Bullard of Dun- 
can has proposed a soft drink tax with reve- 
nue to be earmarked for the Medical Center. 
It is estimated the proposed new source of 
income would produce a minimum of $1,- 
500,000 a year. 
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International Academy of Proctology 
To Hold Annual Convention 


The Eleventh Annual Convention of the 
International Academy of Proctology will 
be held at The Plaza, New York, New York. 
April 5 through 9, 1959, it was announced 
recently. The International, National, and 
Local Program Committees are planning an 
unusual seminar on practical technics for 
office and hospital. There will be special 
emphasis on anal and rectal panel presenta- 
tions, and on newer treatment methods, as 
requested by those who attended the Mexico 
City meeting in 1958. 


Eminent speakers from all parts of the 
country and abroad will present interesting 
papers and motion picture demonstrations 
of their personal technics. Mexico is ex- 
pected to be very well represnted at this 
meeting. 


Delegates, Trustees, and their wives, are 
cordially invited to cocktails and dinner 
on Sunday evening, April 5th, the evening 
before the official opening of the scientific 
activities of the Convention. Both members 
and non-members of the Academy, and their 
wives should plan to attend Wednesday 
night, April 8th, when the banquet will be 
held. The Banquet Committee has arranged 
for cocktails and hors-d’oeuvres in addition 
to dance music and other entertainment. 


The Women’s Auxiliary has planned a 
very unusual program for the wives of the 
members and their guests. 


All physicians and their wives are cor- 
dially invited to attend the Annual Conven- 
tion of the International Academy of Proc- 
tology, whether or not they are affiliated 
with the Academy. There is no fee for at- 
tendance at these teaching sessions of the 
Academy. 





ANNUAL MEETING 
April 20, 21, 22, 1959 


Mayo Hotel 
Tulsa, Oklahoma 
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THE CITATION 


MEDICO-LEGAL BRIEFS 


Prepared by the Law Department of the 
American Medical Association 


TAX RULING—Rowland Kennedy, Execu- 
tive Secretary of the Mississippi State Medi- 
cal Association, has forwarded to us a copy 
of a letter, dated June 13, 1958, written by 
the Jackson, Mississippi District Director of 
Internal Revenue. This letter sets forth the 
most detailed criteria to be used in establish- 
ing the deductibility of a physician’s enter- 
tainment expenses that has come to the Law 
Department’s attention. The District Director 
states: 

“1. A physician may deduct on his Federal 
income tax return the costs of enter- 
tainment, provided he can establish to 
the satisfaction of the Internal Reve- 
nue Service, by appropriate evidence, 
that such expenses are ordinary and 
necessary business expenses and clearly 
related to the production of business 
income. 

2. The amount of the deduction must be 
proven and its reasonableness deter- 
mined. Once the amount is established, 
the deduction may be claimed when 
the doctor is able to show that the en- 
tertainment had a direct relationship 
to the conduct of his practice, and can 
show the business benefit reasonably 
to be expected from the expenditure. 
The general statement that he hoped 
or expected to get referrals or patients 
as a result of the entertainment is not 
enough. If personal reasons predomi- 
nate, the expenditure may not be de- 
ducted, even though there is some pos- 
sibility of a business benefit. Except 
in the case of industrial physicians, en- 
tertainment of individuals who are not 
doctors will not ordinarily qualify be- 
cause the possibility of benefits to be 
expected are so remote as to be neg- 
ligible. In instances of the entertain- 

ment of patients, the same general 
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rules apply as in the entertainment of 
other doctors, and the clear relation- 
ship of the expenditure to reasonably 
expected income must be shown. The 
same rules also apply to civic and other 
club dues. 

“Criteria to be used in establishing the 
deductibility of entertainment expenses in- 
clude, but are not limited to, the following: 

a. Specific purpose of entertainment. 

b. Nature of the practice of the doctor in- 
curring the expenditure. 

c. Period of time the doctor has been in 
practice and the number of patients he 
already has. 

d. Percentage of his patients received as 
referrals. 

e. Names of individuals entertained and 
reason why additional income could be 
expected from each. 

f. Whether or not referrals were actually 
received from the doctors entertained 
and any indication of the effect of the 
entertainment on these referrals. 

g. Number of times individual doctors 
were entertained during the year, inas- 
much as repeated entertainment indi- 
cates a personal motive. 

h. Whether or not other doctors in the 
same type practice in the locality have 
entertainment expenses.” 

TAX DECISION—The Tax Court disal- 
lowed $185 of the $225 a physician deducted 
as the cost of a medical meeting cruise to 
Bermuda when he could not produce any 
evidence that he attended any of the discus- 
sions or meetings. 

DeWitt K. Burnham v. Commissioner, 

Docket 61416; March 25, 1958; T. C. 

Memo. 1958-46; opinion by Judge Le- 

Mire; CCH Dec. 22, 900 (M) 


Further information on the preceding 
cases may be obtained from the Law 
Department, American Medical Asso- 
ciation, 535 North Dearborn Street, 
Chicago, Illinois. 









oming Mlectings 


UNIVERSITY OF OKLAHOMA MEDICAL CENTER 
POSTGRADUATE PROGRAM* 
Oklahoma City, Oklahoma 


Individual Postgraduate Courses 


ADVANCE ELECTROCARDIOGRAPHY — March 2 
through 6 
(Prerequisite, Dr. Bayley’s Basic Electrocardio- 
graphy course.) 


OBSTETRICAL-GYNECOLOGICAL SYMPOSIUM— 
March 7 
Sponsored by the Oklahoma City Obstetrical and 
Gynecological Society. There will be two prominent 
guest lecturers. 


OPHTHALMOLOGY-OTOLARYNGOLOGY 
SYMPOSIUM—March 12 and 13 

Sponsored by Oklahoma City Society of Ophthal- 
mology and Otolaryngology. 
Guest Lecturers: 
Michael J. Hogan, M.D., Ophthalmologist, San Fran- 
cisco. 
Prominent Otolaryngologist to be announced. 


ORTHOPEDIC SYMPOSIUM—April 10 and 11 
Treatment of Athletic Injuries. 
Sponsored by the Regional Committee on Trauma 
of the American College of Surgeons. 


FIFTH ANNUAL COMBINED SURGERY, RADIOL- 
OGY, PATHOLOGY SYMPOSIUM—May 14 and 15 
Diagnosis and Treatment of Thyroid Diseases. 
Sponsored by the Oklahoma Association of Path- 
ologists, Oklahoma Association of Radiologists and 
Oklahoma Chapter of American College of Surgeons. 
Guest participants of national reputation in surgery, 
radiology and pathology will participate. 


OKLAHOMA ASSOCIATION OF HOUSE STAFF PHY- 
SICIANS—May 22 


Two guest lecturers and presentation of original 
papers by members of the various house staffs will 
highlight this program. Participating hospitals are: 
Hillcrest Medical Center, Tulsa, St. John’s, Tulsa; 
McBride, Mercy, St. Anthony, University, Veterans 
Administration, Wesley, Oklahoma City; Central 
State Hospital, Norman. 


SERIAL POSTGRADUATE COURSE 
Postgraduate Division 
UNIVERSITY OF OKLAHOMA MEDICAL CENTER 
Oklahoma City, Oklahoma 
1958-1959 


Jan. 14—Pediatrics—Diagnosis and Management of 
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Heart Disease in Infancy and Childhood. 


Feb. 11—Urology Symposium and C. B. Taylor Lec- 
tureship. (Guest Lecturer to be Announced.) 


Mar. 11—Medicine—Advances in the Diagnosis and 
Management of Common Allergic Disorders. 


April 8—Anesthesiology—Anesthesia for the Part- 
Time Anesthetist. 


May 13 — Pediatrics — Antimicrobial Therapy and 
Treatment of Infectious Disease in Childhood. 


June 10—Surgery—Herniae. 


Designed so physicians may attend four hours of 
formal instruction in the above fields while spending 
only one-half day from their office, this series is ap- 
proved for credit by the Oklahoma Academy of Gen- 
eral Practice. Time will be 3:30 to 8:30 p.m. on the 
Second Wednesday of each month, September through 
June. Registration is $3.00 per session or $25.00 for 
the entire series. 


*Further information may be obtained from the 
Office of Postgraduate Education, University of Okla- 
homa School of Medicine, 801 N.E. 13th Street, Okla- 
homa City, Oklahoma. 


ANNUAL STATE MEETING 
OKLAHOMA AAGP 


February 2-3. 1959 Biltmore Hotel 


Oklahoma City 


The Annual State Meeting of the Oklahoma Chapter 
of the AAGP will be held February 2-3, 1959 in the 
Biltmore Hotel in Oklahoma City. A complete pro- 
gram and detailed information are available by 
writing P. D. Casper, M.D., Program Chairman, 4405 
S.E. 28th Street, Oklahoma City. 


NEW ORLEANS GRADUATE MEDICAL ASSOCIATION 
March 2, 3, 4, 5, 1959 
New Orleans, Louisaina 


Roosevelt Hotel 


The 22nd Annual Meeting of the New Orleans Gradu- 
ate Medical Assembly will be held March 2, 3, 4, 5, 
1959 at the Roosevelt Hotel in New Orleans. For 
information concerning the program and an itinerary 
of the clinical tour to Mexico which follows the New 
Orleans meeting, write to, Maurice E. St. Martin, 
M.D., Secretary, New Orleans Graduate Medical As- 
sembly, Fourteen Thirty Tulane Avenue, New Or- 
leans 12, Louisiana. 
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THE UNIVERSITY OF TEXAS 
POSTGRADUATE SCHOOL OF MEDICINE 


Anesthesiology* 


February 18, 19, 20, 1959 Houston, Texas 


The Fourth Annual Course in Anesthesiology to be 
offered by the University of Texas Postgraduate 
School of Medicine will be held February 18, 19, 20, 
1959 in Houston. The course is designed to review 
theory and practice of commonly used anesthetic 
techniques and will include discussions of some of the 
newer drugs. 


*Address all inquiries to: The University of Texas 
Postgraduate School of Medicine, 410 Jesse Jones 
Library Building, Houston 25, Texas. 


SEVENTH POSTGRADUATE CONFERENCE 
IN MEDICINE AND SURGERY 


March 2, 3, 4, 1959 Temple, Texas 


The Temple Division of the University of Texas 
Postgraduate School of Medicine announces its Sev- 
enth Postgraduate Conference stressing Current Topics 
in Medicine and Surgery. The program, sponsored 
by Scott, Sherwood and Brindley Foundation, will be 
presented in Temple on March 2, 3, 4, 1959. 


F. J. L. Blasingame, M.D., Executive Vice-President 
of the American Medical Association, will be the 
guest speaker. 


Registration forms are available from the office of 
the Assistant Dean, University of Texas Postgraduate 
School of Medicine, Temple Division, Temple, Texas. 


INTERNATIONAL MEDICAL ASSEMBLY 
of 
SOUTHWEST TEXAS 


January 26, 27, 28, 1959 


Gunter Hotel San Antonio, Texas 


The International Medical Assembly of Southwest 
Texas will hold its annual meeting January 26, 27, 28, 
1959 in San Antonio, Texas at the Gunter Hotel. Fur- 
ther information may be obtained by writing to Mr. 
S. E. Cockrell, Jr., Executive Secretary, 202 West 
French Place, San Antonio, Texas. 


7th ANNUAL CANCER SEMINAR 


January 22-24, 1959 Phoenix, Arizona 


The 7th Annual Cancer Seminar of the Arizona Di- 
vision of the American Cancer Society, will be held 
January 22-24, 1959 at the Paradise Inn, Phoenix, Ari- 
zona. Detailed information is available by writing to 
Seminar Committee Chairman, Edward H. Bregman, 
M.D., 543 East McDowell Road, Phoenix, Arizona. 


INTERNATIONAL ACADEMY OF PROCTOLOGY 


APRIL 5-9, 1959 


The Plaza New York, New York 


The Plaza Hotel, New York, will be the site of the 
Eleventh Annual Convention of the International Acad- 
emy of Proctology, to be held April 5-9. Special em- 
phasis will be placed on anal and rectal panel pres- 
entations and on newer treatment methods. 


Non-members as well as members are invited to 
attend the meeting and the annual _dinner-dance. 
There is no registration fee. 





Medical 


April 20, 21, 22, 1959 





Plan to Attend The 
53rd Annual Meeting 


of the 


Oklahoma 


Association 


Tulsa, Oklahoma 


State 


Mayo Hotel 
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Organization CWS ss. 


Health and Accident 
Program Is Changed 


As announced in last month’s Journal, the 
Association’s health and accident insurance 
program is undergoing a changeover period 
between December 15 and April 15, 1959, 
the dates of the charter enrollment period 
for a completely new program which re- 
places the old group plan. 


Under study by the OSMA Insurance 
Committee for some time, the old group 
plan, which offered maximum benefits of 
only $200 per month, was found to be inade- 
quate for today’s needs. The Committee sur- 
veyed similar association programs over the 
country and drafted specifications for an 
improved plan. Insurance companies were 
then offered an opportunity to bid on the 
contract and the North American Accident 
Insurance Company subsequently received 
the award. 


Since North American was also writing 
the old group policy, physicians holding the 
$200 benefit plan will simply make the con- 
version to the new program through the 
same company. Individual certificates un- 
der the former program will either be des- 
ignated OM-A or 6A-250, depending upon 
the year in which written. The extremely 
liberal benefits of the new program made 
it necessary for the insurance company to 
discontinue the contract previously endorsed 
by the O.S.M.A. 


The insurance company has also announced 
that supplemental policies written for Okla- 
homa physicians would also be discontinued 
because of the increased benefits of the 
new program. These supplemental policies 
were offered by the company to augment 
the Association-approved program although 
they were not O.S.M.A. sponsored. 


Cancellation of the old program and the 
insurance company’s supplemental policy 
will not result in deprivation of coverage 
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to any physicians. All members of the As- 
sociation will be able to transfer to the new 
program and receive coverage providing at 
least $200 in monthly benefits, without evi- 
dence of insurability. 


Many Options 


Under the new program, six different 
combinations of waiting periods and years 
of coverage will be offered. A physician 
will have his choice of three waiting periods 
before receiving his benefits, and an option 
will also be offered of either three or five 
years sickness benefits. Lifetime benefits 
will be payable in all cases of accident dis- 
ability. 


Within each of the six combinations men- 
tioned above, the majority of physicians will 
be able to select their monthly indemnity. 
Monthly accident and sickness indemnities 
of $200, $300, $400, $500, and $600 are 
provided in the master contract. 


All members of the Association under age 
70 will be eligible to participate. Members 
in the age groups 60-65 and 65-70 will be 
able to apply for $300 per month and $200 
per month, respectively. Members under 
age 60 will be eligible for their choice of 
$200 to $600 per month coverage. 


All members up to the age limit of 70 
will be able to obtain at least $200 per month 
coverage without evidence of insurability 
provided they enroll within the Charter En- 
rollment Period. The company may require 
evidence of insurability in the case of im- 
paired risks who apply for monthly benefits 
above the $200 limit. 


Further Information 


Members of the Oklahoma State Medical 
Association are receiving more detailed in- 
formation through the mail. It is also plan- 
ned for representatives of the North Ameri- 
can Accident Insurance Company to person- 
ally call on County Medical Societies and 
individual physicians. 
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Eight Accept Annual 
Meeting Invitations 


Eight nationally known medical person- 
alities have accepted invitations to appear 
on the scientific program of the 53rd Annual 
Meeting of the Oklahoma State Medical As- 
sociation in Tulsa, April 20-22, 1959. 


Byron W. Steele, Jr., M.D., Chairman of 
the Scientific Works Committee, announced 
in Tulsa last month the following would be 
guest speakers for the three-day convention: 
E. Perry McCullagh, M.D., Chairman of the 
Department of Endocrinology, Cleveland 
Clinic, Cleveland, Ohio; Charles B. Huggins, 
M.D., Chairman of the Department of Urol- 
ogy, University of Chicago School of Medi- 
cine, Chicago, Illinois; Nathan J. Smith, 
M.D., Chairman of the Department of Pedi- 
atrics, University of Wisconsin School of 
Medicine, Madison, Wisconsin; Ormand C. 
Julian, M.D., Professor of Surgery, Uni- 
versity of Illinois School of Medicine, Chi- 
cago, Illinois; Phillip Robb McDonald, M.D., 
Associate Professor of Ophthalmology, Uni- 
versity of Pennsylvania School of Medicine, 
Philadelphia, Pennsylvania; Isadore Dyer, 
M.D., Chairman of the Department of Ob- 
stetrics & Gynecology, Tulane University 
Medical School, New Orleans, Louisiana; 
Michael L. Mason, M.D., Professor of Plastic 
and Reconstructive Surgery, Northwestern 
University School of Medicine, Chicago, Illi- 
nios, and Gunnar Gundersen, M.D., Presi- 
dent, American Medical Association, La- 
Crosse, Wisconsin. 


Doctor Steele said at least four other na- 
tionally known physicians would be an- 
nounced later to complete the panel of vis- 
iting distinguished guest speakers. 


Plans for the 1959 Annual Meeting are 
well advanced. Edward L. Moore, M.D., of 
Tulsa, General Chairman, said all com- 
mercial exhibit space has been sold. He 
urged Oklahoma physicians and organiza- 
tions interested in presenting a scientific 
exhibit to write at once for application 
blanks. Doctors and others interested in 
presenting a scientific exhibit should write 
to: Mr. Jack Spears, Convention Manager, 
Oklahoma State Medical Association, B9 
Medical Arts Building, Tulsa, Oklahoma. 
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All events of the 1959 meeting will again 
be in The Mayo. In addition to presenta- 
tions by visiting guest speakers, the pro- 
gram will include papers by Oklahoma phy- 
sicians, roundtable luncheons, medical mo- 
tion pictures, scientific and commercial ex- 
hibits, social events, and a program of ac- 
tivities for the Auxiliary to the Oklahoma 
State Medical Association. 


The House of Delegates will meet on Sun- 
day, April 19, 1959, at The Mayo. 


“We feel quite fortunate in securing such 
a distinguished panel of guest speakers,” 
Doctor Steele said, “and this should encour- 
age a record attendance of Oklahoma phy- 
sicians to the 1959 Annual Meeting.” 


Delegates Report on A.M.A. 
Interim Meeting 


Oklahoma’s Delegates to the Ameri- 
can Medical Association submitted the 
following reports, highlighting the re- 
cent A.M.A. Clinical Meeting held in 
Minneapolis. 


Doctor Hoover 


Winter comes to Minnesota earlier and 
with more fervor than in Oklahoma. De- 
cember 1, 2, 3, 4 and 5, 1958 found wintry 
weather in full gusto at Minneapolis for the 
AMA Clinical Meeting. 


The interesting and important actions of 
the House of Delegates were few but very 
definite and positive. One of the actions 
of note was the approval of the following 
recommendation of the Council on Medical 
Service: “That the American Medical As- 
sociation, the constituent and component 
medical society, as well as physicians every- 
where, expedite the development of an ef- 
fective voluntary health insurance or pre- 
payment program for the age group over 
65 with modest resources of low family in- 
come; that physicians agree to accept a 
level of compensation for medical services 
rendered to this group which will permit 
the development of such insurance and pre- 
payment plans at a reduced premium rate.” 


Another important action was the House 
of Delegates approval of administrative 
changes in the structure of the American 
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Medical Association. These changes were 
recommended by the Heller report and are 
being instituted by F. J. L. Blasingame, 
M.D., Executive Vice-President, with the 
aid of the Board of Trustees. The Chicago 
staff is to be divided into the following 
seven divisions: Business Division, Law Di- 
vision, Communications Division, Field Di- 
vision, Division of Scientific Publications, 
Division of Socio-Economic Activities and 
Division of Scientific Activities. The Wash- 
ington Office has been reorganized and will 
have more overall direction from the Chi- 
cago office. 


A meeting on Federal Medical Services 
was held on Monday, December 1, 1958. 
Walter E. Brown, M.D., Chairman of the 
Medicare Committee of the Oklahoma State 
Medical Association, appeared on an after- 
noon panel with other distinguished person- 
alities who are authorities on this program. 
Your Association was well represented at 
this meeting by its Delegates, Alternate Del- 
egates and E. C. Mohler, M.D., your Presi- 
dent. A more detailed report of this meet- 
ing will be given by your Delegates at the 
next House of Delegates meeting of the 
Oklahoma State Medical Association.—Wil- 
kie D. Hoover, M.D. 


Doctor Phelps 


The interim session of the A.M.A. was 
held in Minneapolis, December 2 to 5, 1958. 
For the most part the weather was clear 
but cold. The attendance was disappoint- 
ing as only 2,870 physicians registered. 
Many of these were members of the House 
of Delegates and Alternates. 


At the opening session Governor Orville 
Freeman of Minnesota addressed the House 
of Delegates. His address was another plea 
for left wing government with increased 
federal spending and usurpation of state 
functions. 


The Council of Medical Service, with the 
approval of the Board of Trustees, recom- 
mended that, “The constituent and compon- 
ent medical societies, as well as physicians 
everywhere, expedite the development of an 
effective voluntary health insurance or pre- 
payment program for the group over 65 
with modest resources or low family income; 
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that physicians agree to accept a level of 
compensation for medical services rendered 
to this group which will permit the develop- 
ment of insurance and prepayment plans at 
a reduced premium rate.” 


The long-awaited report of the Commis- 
sion on Medical Care Plans, appointed at 
the 1954 Clinical Meeting in Miami, was 
discussed for two hours at a reference com- 
mittee hearing, but the House decided to 
defer action until the June, 1959, meeting. 
In so doing, the Delegates adopted this state- 
ment: 


“We respectfully suggest to the constitu- 
ent associations reviewing the report in the 
interim, that their attitude regarding the 
report will be clarified if they arrive at 
some decisions in regard to the following 
basic points: 


“1. Free Choice of Physician—Acknowl- 
edging the importance of free choice of 
physician, is this concept to be considered a 
fundamental principle, incontrovertible, un- 
alterable, and essential to good medical care 
with qualification? 

“2. Closed Panel Systems—What is or 
will be your attitude regarding physician 
participation in those systems of medical 
care which restrict free choice of physician? 


“These suggestions acknowledge that the 
policy of the A.M.A. to encourage and sup- 
port the highest quality of medical care for 
all patients remains unchanged. They ques- 
tion, however, whether attitudes toward the 
free choice of physician and the closed panel 
system may be undergoing evolutionary 
change.” 


The House recommended that the Board 
of Trustees invite the constituent associa- 
tions to forward their replies to these ques- 
tions to the Executive Vice-President sixty 
days in advance of the June, 1959, meeting. 


The Delegates requested the Judicial 
Council to review past pronouncements of 
the House on Osteopathy and the status of 
the laws of the various states in this re- 
gard. The Council was asked to present its 
report and recommendations at the June, 
1959, meeting. 


The House approved a statement by the 
Council on Medical Education and Hospit- 
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als supporting the development of addition- 
al facilities for basic medical education, and 
it urged the entire profession to give that 
policy strong support in order to correct 
misinterpretations of the Association’s view- 
point regarding the supply of physicians. 


A Board of Trustees report of the admin- 
istrative structure of the Association was 
approved by the House. 


The House received and commended the 
report of the Committee to study A.M.A. 
Objective and Basic Programs, which it 
said may be a significant milepost in the 
Association’s history. In approving one of 
the committee’s recommendations, the House 
referred to the Council on Constitution and 
Bylaws the following suggested amendment 
of Article Two of the Constitution: ‘“The 
objectives of the Association are to pro- 
mote the science and art of medicine and 
the betterment of public health and an un- 
derstanding of the socio-economic condition 
which will facilitate the attainment of these 
objectives.” 


Once again considering fund raising prob- 
lems which have arisen since development 
of the concept of united community effort, 
the House passed a resolution which pointed 
out that the A.M.A. neither approved nor 
disapproved the United Fund drives. 


The House of Delegates expressed regret 
at the substitution of federal facilities for 
private care in medicare and urged the As- 
sociation to encourage the reestablishment 
of services under the free choice principle 
to accomplish the original intent of the act. 


The House also recommended that the 
Social Security Act be amended by Con- 
gress to permit states to combine the pres- 
ent four Public Assistance medical programs 
into a single medical program. 


The House also called to the attention of 
all individuals or institutions responsible 
for intern and resident training that medical 
services provided to patients in hospitals 
are the responsibility of duly licensed phy- 
sicians. 


The House also agreed with the Commit- 
tee on Medical practices that relative value 
studies should be conducted by each con- 
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stituent medical association but not on a 
national regional basis by the A.M.A. 


The House also urged each constituent 
society to establish a committee on rehabili- 
tation to carry out activities recommended 
by the Board of Trustees and called for 
continued activity at all levels to stimulate 
the development of effective poliomyelitis 
inoculation programs. 


Lonnie A. Coffin, M.D., of Farmington, 
Iowa was named General Practitioner of 
the year. 


Various states contributed a total of 
$250,000 to the American Medical Educa- 
tion Foundation and the A.M.A. contributed 
$100,000 to the Foundation. 


W. Linwood Ball, M.D., of Richmond, Va., 
A.M.A. Vice-President, was appointed to the 
Board of Trustees to fill the vacancy caused 
by the recent death of Warren Furey, M.D. 
Doctor Ball will serve on the Board until 
next June and said he will not be a candi- 
date to sueceed himself. 


Your delegation was ably assisted by the 
alternate delegates, Doctors E. H. Shuller, 
R. Q. Goodwin and Joe Duer as well as Pres- 
ident Mohler and the invaluable services of 
Dick Graham and Jack Spears. It should 
also be mentioned that Doctor Showman of 
Tulsa is a member of the House of Delegates 
as a representative of the Section of Der- 
matology. He is also of great assistance to 
the Oklahoma delegation. 


We were all especially proud of the fact 
that William Kirkham, a medical student at 
the University of Oklahoma, was one of the 
representatives of the Student American 
Medical Association. Mr. Kirkham is Na- 
tional Treasurer of the organization . 

In a splendid brief address to the House 
of Delegates Bill expressed the gratitude of 
the S.A.M.A. to the House of Delegates and 
outlined the objectives of the Student A.M.A. 


The Delegates of the Oklahoma State 
Medical Association solicit the views of all 
members of the Association between now 
and the June meeting of the House of Dele- 
gates so that we may more adequately rep- 
resent the thinking of the doctors in Okla- 
homa at the A.M.A.—Malcom E. Phelps, 
M.D. 
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Tetracycline with Citric Acid LEDERLE 


EDERLE LABORATORIES, a Division of AMERICAN CYANAMiD COMPANY, Pearl River, New York 





White House Conference 
Set for Aging Problem 


On September 2, 1958, the 85th Congress 
passed a bill which instructed the President 
to call a White House Conference on Aging 
in January of 1961. Designated H.R. 9822, 
the general purpose is to establish a nation- 
al conference where recommendations can 
be made toward the improvement of living 
conditions of older people. 


Selected passages from the Act are re- 
produced below: 


e‘‘A White House Conference on Aging shall be 
called by the President of the United States in Janu- 
ary, 1961, in order to develop recommendation for 
further research and action in the field of aging. 

‘The Conference shall be planned and conducted 
under the direction of the Secretary of Health, Edu- 
cation, and Welfare who shall have the cooperation 
and assistance of such other Federal departments and 
agencies as may be appropriate. 

e“Grants may be made to States for planning and 
conducting State Conferences prior to the National 
Conference. These grants, ranging from $5,000 to 
$15,000 will be determined by the Secretary of Health, 
Education and Welfare. 

e‘‘The Secretary of HEW is authorized to provide 
assistance to the States by preparing and distributing 
background information on aging, and to help in other 
ways. 

e‘‘The Secretary is authorized to establish an Ad- 
visory Committee to the White House Conference on 
Aging composed of professional and public members 
and to appoint any technical advisory committees 
that may be required. 

e‘‘A final report on the Conference will be submit- 
ted to the President, and made public, within 90 days 
of the close of the Conference.” 


In its declaration of policy, the Act says: 


e‘‘While the primary responsibility for meeting the 
challenge and problems of aging is that of the States 
and communities, all levels of government are in- 
volved and must necessarily share responsibility; and 
it is therefore the policy of the Congress that the Fed- 
eral Government shall work jointly with the States 
and their citizens, to develop recommendations and 
plans for action which shall serve the purpose of: 

e‘‘Assuring middle-aged and older persons equal 
opportunity with others to engage in gainful employ- 
ment which they are capable of performing, thereby 
gaining for our economy the benefits of their skills, 
experience, and productive capacities. 

e‘‘Enabling retired persons to enjoy incomes suf- 
ficient for health and for participation in family and 
community life as self-respecting citizens. 

e‘‘Providing housing suited to the needs of older 
person and at prices they can afford to pay. 

e‘‘Assisting middle-aged and older persons to make 
the preparation, develop skills and interests, and find 
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« social contacts which will make the gift of added 


years of life a period of reward and satisfaction and 
avoid unnecessary social costs of premature deteriora- 
tion and disability. 

e‘‘Stepping up research designed to relieve old age 
of its burdens of sickness, mental breakdown and 
social ostracism. 

“It is further declared to be the policy of Con- 
gress that in all programs developed there would be 
emphasis upon the right and obligation of older per- 
sons to free choice and self-help in planning their own 
futures.”’ 


The Act lists reasons why iegislation is 
needed. Reproduced below are a selected 
number of them: 


“The number of persons forty-five years of age 
and older in our population has increased from ap- 
proximately thirteen and one-half million in 1900 to 
forty-nine and one-half million in 1957, and the num- 
ber sixty-five years of age and over from approxi- 
mately three million in 1900 to almost fifteen million 
at the present time, and is expected to reach twenty- 
one million by 1975. 

“‘Outmoded practices in the employment and com- 
pulsory premature retirement of middle-aged and 
older persons are depriving the economy of their much 
needed experience, skill, and energy and simultan- 
eously, depriving many middle-aged and older per- 
sons of opportunity for gainful employment and an 
adequate standard of living. 

‘‘Many older persons do not have adequate financial 
resources to maintain themselves and their families 
as independent and self-respecting members of their 
communities, to obtain the medical and rehabilitation 
services required to permit them to function as 
healthy, useful members of society, and to permit 
them to enjoy the normal, human, social contacts. 

“Our failure to provide adequate housing for elider- 
ly persons at costs which can be met by them is per- 
petuating slum conditions in many of our cities and 
smaller communities and is forcing many older per- 
sons to live under conditions in which they cannot 
maintain decency and health or continue to participate 
in the organized life of the community. 

“The lack of suitable facilities and opportunities in 
which middle-aged persons can learn how to prepare 
for the later years of life, learn new vocational skills, 
and develop and pursue avocational and recreational 
interests is drving many of our older persons into 
retirement shock, premature physical and mental de- 
terioration, and loneliness and isolation and is filling 
up our mental institutions and general hospitals and 
causing an unnecessary drain on our health man- 
power. 

“In order to prevent the additional years of life, 
given to us by our scientific development and abund- 
ant economy, from becoming a prolonged period of 
dying, we must step up research on the physical, 
psychological, and sociological factors in aging and 
in diseases common among middle-aged and older 
persons. 

‘“‘We may expect average length of life and the 
number of older people to increase still further. We 
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must proceed with all possible speed to correct these 
conditions and to create a social, economic, and health 
climate which will permit our middle-aged and older 
people to continue to lead proud and independent lives 
which will restore and rehabilitate many of them to 
useful and dignified positions among their neighbors; 
which will enhance the vigor and vitality of the com- 
munities and of our total economy; and which will 
prevent further aggravation of their problems with 
resulting increased social, financial, and medical 
burdens.”’ 


AMA Approves 

The American Medical Association en- 
dorsed the passage of H.R. 9822 with the 
following statement: 

“The members of the medical profession will take 
part in these conferences, both on the state and na- 
tional levels, to the fullest extent possible.” 

In a recent letter to the OSMA, F. J. L. 
Blasingame, M.D., Executive Vice-President 
of the AMA, encouraged the state associa- 
tion to see that the proper authorities in the 
state arrange to have such a conference and 
that the association effect close liaison with 
the responsible party through its Commit- 
tee on Health Care of the Aged. 


Aged Committee Working 
Under the chairmanship of Hayden Dona- 


hue, M.D., the Association’s committee is 
not only studying possible participation in 
the Federally svonsored program, but has 
also launched independent survey of the 
health and w fare needs of Oklahoma’s 
elder citizens. ‘erving with Doctor Dona- 
hue are: C. E. Bates, M.D., John W. DeVore, 
M.D., Leonard P. Eliel, M.D., Shelby Gam- 
ble, M.D., Herbert Kent, M.D., Earl D. Mc- 
Bride, M.D., Samuel C. Shepard, M.D., Mr. 
Paul Snelson (Consultant); J. R. Stacy, 
M.D., and Henry H. Turner, M.D. 


In an effort to pursue the complex prob- 
lem systematically, the committee has di- 
vided itself into subcommittees covering ma- 
jor facets of the program. The Subcommit- 
tees are: Insurance and Retirement, Re- 
habiltation and Restoration Services, Public 
Health and Home Care, Nursing Homes, and 
Research. 


Copies of the total text of the White House 
Conference on Aging Act can be obtained by 
writing to the Special Staff on Aging, De- 
partment of Health, Education, and Wel- 
fare, Washington 25, D.C. 





What’s Your __ 
Hobby, Doctor? — 


The DOCTOR’S HOBBY SHOW 
has become one of the outstand- 
ing attractions at the OSMA AN- 
NUAL MEETING. A project of 
the Woman's Auxiliary, the show 
offers physicians an excellent ov- 
portunity to display the products 
of their leisure time. If you have 
a hobby, don’t keep it a secret 
. . . Show your colleagues what 
you can do .. . APPLY NOW! 


Doctor’s Hobby Show 
0.S.M.A. Annual Meeting 
Mayo Hotel 


Tulsa 


APRIL 20, 21, 22, 1959 





Application For Hobby Show Space 


OKLAHOMA STATE MEDICAL ASSOCIATION 


DESCRIBE EXHIBIT, including information as to size, 
shape and value (insurance is provided): 


IMPORTANT: Deliver Exhibit to Mayo Hotel by noon, 
April 19. 
and insured at all times. 
noon, April 22, when management responsibility ends. 


53rd ANNUAL MEETING 


Your Exhibit will be personally attended 
It must be picked up by 


MAIL THIS FORM TO: 


Mrs. Wm. R. R. Loney, Chairman 
Doctor’s Hobby Show 
2440 East 26th Place 
Tulsa 14, Oklahoma 
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AMA Field Representative 
Visits Executive Offices 

Mr. Glenn W. Gillette, one of the new 
Field Secretaries of the American Medical 
Association, visited the Executive Office of 
the Oklahoma State Medical Association re- 
cently where he met with the Public Policy 


Committee. 
Purpose of Field Survey 


DIVISION OF FIELD SERVICE 
I. Purpose: 

The Division of Field Service shall 

serve as an operation and liaison arm 

of the AMA with the state and local 
medical societies in specified activities. 

It shall serve in conjunction with, in 

support of, and as a service to all di- 

visions and departments of AMA in 

the field as may be agreed upon by the 

respective directors or as may be di- 

rected by the management. 

Il. Objectives: 

A. To further develop the spirit of 
teamwork between AMA and the 
state societies. 

B. To help create among AMA mem- 
bers a recognition of their identity 
of interest with the AMA. 

C. To assist in locating, cultivating, 
and developing a better understand- 
ing and closer working relationship 
with approximate lay organiza- 
tions. 

III. Functions: 

A. To gain and maintain the com- 
plete confidence, understanding, 
and cooperation of the executive 
secretary, principal officers, and 
governing bodies of each state so- 
ciety. 

B. To detect adverse criticism of the 
AMA, and transmit the informa- 
tion to the management. 

C. To locate in organized medicine 
any points of friction, schisms, 
conflicts, splinter-groups, and at- 
tempt to catalyze the correction 
and healing of such situations. 

D. To interpret and promote the serv- 
ices of all units of AMA to con- 
stituent societies. 

E. To develop a constructive, coopera- 
tive working relationship with the 
members of Congress and their 
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1959 Directory, Roster 
Scheduled for February 

The 1959 version of the Directory of the 
Oklahoma State Medical Association is 
scheduled to be printed during the month of 
February. Medical laws of Oklahoma, facts 
about voluntary state and federal health 
agencies, and other miscellaneous informa- 
tion of benefit to practicing physicians will 
be featured in addition to the complete ros- 
ter of the O.S.M.A. membership. 

Physicians of the state will be listed in 
two separate sections; one an alphabetical 
arrangement of the complete membership 
and the other a breakdown by county. In 
addition to the usual information provided 
on each member such as birthdate, school of 
graduation and address, the 1959 Directory 
will classify members as either generalists, 
part-time specialists or full-time specialists. 

The publication of the Directory will be 
fnanced by advertising sold to institutions, 
clinics and members of the profession. In- 
formation concerning advertising rates may 
be obtained from the Executive Office of 
the O.S.M.A. Advertising sales will end on 
February 1. 


House and Senate 
Committees Appointed 

Committees of the House and Senate of 
the Oklahoma State Legislature of particu- 
lar interest to the medical profession have 
been announced. 

L. H. Ritzhaupt, M.D., Senator from Lo- 
gan County will head the Senate Committee 
on Public Health. 

In the House of Representatives, Repre- 
sentative J. E. Bouse of LaVerne is Chair- 
man and Representative Maurice Willis of 
Altus is Vice-Chairman of the Professional 
and Occupational Regulations Committee. 
Representative Robert L. Goodfellow of 
Anadarko is Chairman and Representative 
Bucky Buckler of Konawa is Vice-Chairman 
of the Public Health Committee. 


supporters and friends. 
F. To facilitate the utilization by lay 
organizations of AMA resources. 
G. To promote such other special ac- 
tivities as directed by the manage- 
ment. 
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Paulus, M.D., Honored 


D. D. Paulus, M.D., right above. is shown receiving a certificate of Life Membership in the Oklahoma State 


Medical Association from John F. Burton, M.D., at the regular meeting of the Oklahoma County Medical So- 


ciety at the Petroleum Club, November 25, 1958. 


MRS. LUCILLE SWEARINGEN 
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Oklahoma Assistant Heads 
National Group 


Mrs. Lucille Swearingen, Bartlesville, was 
installed as President of the American As- 
sociation of Medical Assistants at cere- 
monies recently held in Chicago. For Mrs. 
Swearingen, an employee of Doctors Lock- 
ard and Wallingford, the honor represents 
the culmination of ten years’ active interest 
and leadership in the Oklahoma Medical As- 
sistants Society. 


A charter member of the Washington- 
Nowata County Medical Assistants since 
its inception in 1948, she has served her 
state organization as President, Vice-Presi- 
dent, Corresponding Secretary, Parliamen- 
tarian and member of the Executive Board. 
She has also served as Oklahoma’s represen- 
tative on the national board of directors. 








AAGP Meeting Set 
Next Month 


Oklahoma City’s Biltmore Hotel will be 
the site of the Oklahoma AAGP Annual 
Meeting, February 2-3. Program Chairman 
P. D. Casper, M.D., recently announced the 
completion of an outstanding scientific and 
social program which is printed below. Fur- 
ther information may be obtained by writing 
Doctor Casper at 4405 S.E. 28th, Oklahoma 
City. 


Eleventh Annual Meeting Program 
Monday, February 2, 1959 


8:00 a.m.—Registration 

9:30-10:00 a.m.—Walter M. Watts, M.D., Asheville, 
N.C.—‘‘Taking the Headache out of the Backache”’ 

10:00-10:30 a.m.—Visit Exhibitors 

10:30-11:00 a.m.—Robert B. Greenblatt, M.D., Augusta, 
Georgia—‘‘Some Newer Concepts of the Meno- 
pause and its Management” 

11:00-11:15 a.m.—Visit Exhibitors 

11:15-11:45 a.m.—Oscar Sugar, M.D., Chicago, Illinois 
—‘‘Headache of Cervical Origin’ 

11:45-12:00 a.m.—Visit Exhibitors 

12:00- 2:00 p.m.—Roundtable Luncheon 

2:00- 2:30 p.m.—Stanley E. Roberts, M.D., Fullerton, 
California—‘‘How to Look for the Diseased Thy- 
roid, and what to do with it’ 

2:30- 3:00 p.m.—Holland T. Jackson, M.D., President, 
A.A.G.P., Ft. Worth, Texas—‘‘Management of the 
Coronary Thrombosis Patient’ 

3:00- 3:30 p.m.—Visit Exhibitors 

:30- 4:00 p.m.—G. O’Neil Proud, M.D., Kansas City, 

Kansas—‘‘Signs and Symptoms of Ear, Nose, and 

Throat Malignancy”’ 

:00- 4:15 p.m.—Visit Exhibitors 

:15- 4:45 p.m.—Robert B. Greenblatt, M.D.—‘‘The 

Differential Diagnosis of Hypoovarianism and 
Turner’s Syndrome”’ 

6:30- 7:30 p.m.—Social Hour 

7:30 p.m.—Banquet 
Speaker will be Holland T. Jackson, M.D., Presi- 
dent of the American Academy of General Prac- 
tice, Fort Worth, Texas. Entertainment will be 
by the Bagwell Gypsies 


wo 
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Tuesday, February 3, 1959 


:00- 8:00 a.m.—Breakfast 
:00- 9:45 a.m.—Annual Business Meeting 
:45-10:15 aam.—Harris D. Riley, M.D., Oklahoma 
City, Oklahoma—‘‘Recent Advances in Antimi- 
crobial Therapy”’ 
10:15-10:45 a.m.—Visit Exhibitors 
10:45-11:15 a.m.—Stanley Roberts, M.D.-—-‘‘The Closed 
Traumatized Abdomen’”’ 
11:15-11:30 a.m.—Visit Exhibitors 
11:30-12:00 a.m.—Walter M. Watts, M.D.—'‘The Pain- 
ful Shoulder’ 
12:00- 2:00 p.m.—Roundtable Luncheon 


~I 
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Deaths 





GEORGE RANDOLPH BOOTH, Sr., M.D. 
1884-1958 


George Randolph Booth, Sr., M.D., Wil- 
burton physician, died on December 14, 1958. 


Born in Hutto, Texas, on March 1, 1884, 
Doctor Booth attended the University of 
Texas and graduated from the Memphis 
Hospital Medical College in Tennessee in 
1904. He began his practice at Star, Indian 
Territory and moved to Hughes one year 
later. In 1908, Doctor Booth moved to Le- 
Flore and maintained his practice there un- 
til 1942 when he moved to Wilburton. 


In 1956, the Oklahoma State Medical As- 
sociation honored: Doctor Booth with the 
presentation of a 50-Year-Pin for his years 
of practice in Oklahoma. 


JAMES THADDEUS MORELAND, M.D. 
1871-1958 


James Thaddeus Moreland, M.D., 87 year- 
old retired Idabel physician, died November 
22, 1958. Born in Elijay, Georgia, he later 
graduated from the Chattanooga Medical 
School in Tennessee. 


Doctor Moreiand’s early practice was in 
Arkansas. Coming to Oklahoma before state- 
hood, he settled in Idabel. 


Before his retirement six years ago, Doc- 
tor Moreland was honored by the Okla- 
homa State Medical Association when he was 
presented with a 50-Year-Pin for his years 
of service. 


2:00 - 2:30 p.m.—Oscar Sugar, M.D.—‘‘Treatment of 
Subarachnoid Hemorrhage’”’ 

2:30- 3:00 p.m.—Visit Exhibitors 

3:00- 3:30 p.m.—G. O’Neil Proud, M.D.—‘‘Manage- 
ment of Recurrent Acute Otitis Media’’ 

3:30- 4:00 p.m.—Visit Exhibitors 

4:00- 4:30 p.m.—Harris D. Riley, M.D. — ‘‘Subdural 
Hematoma in Infancy’’ 


LADIES ENTERTAINMENT 
Monday, February 2, 1959 


11:00 a.m.—Ladies’ Brunch, Faculty Club, 601 N.E. 
14th Street—Special Music, Monologue by Mrs. 
Elmer Capshaw—Door Prizes 
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National Directors of Christian 
Medical Society to Meet Here 


C. Jack Young, M.D., Oklahoma City 
member of the Board of Directors of the 
Christian Medical Society, announced re- 
cently that the national board of the or- 
ganization has chosen Oklahoma City as the 
site of its next meeting to be held on Janu- 
ary 17. The group will hold the one day 
meeting at the Executive Office of the 
OSMA. Following the official meeting, the 
local chapter of the organization will enter- 
tain the board members. 

The Christian Medical Society is com- 
prised of over 2,000 practicing physicians, 
medical students and medical missionaries, 
including some twenty-five members from 
Oklahoma. At the present time there are 
fifty active student groups throughout the 
nation as well as a number of graduate chap- 
ters. More than 350 medical missionaries, 
representing sixty different missionary so- 
cieties, look to the Society for a great va- 
riety of professional services. 

The officers of the Board are: President, 
Ralph Blocksma, M.D., plastic surgeon of 
Grand Rapids, Michigan; Vice-President, P. 
Kenneth Gieser, M.D., ophthalmologist of 
Wheaton, Illinois; Secretary, John Hyde, 
M.D., pediatrician of Oak Park, Illinois; and 
Treasurer, Paul Jorden, M.D., resident in 
orthopedic surgery at Hines, Illinois V. A. 
Hospital. 

Other members of the Board are: David 
Busby, M.D., psychiatrist, Chicago, Illinois; 
William Erdman, M.D., Head of the Depart- 
ment of Physical Medicine, University of 
Pennsylvania, Philadelphia; John Frame, 
M.D., generalist, New York City; Reynold 
Gottlieb, M.D., radiologist, La Grange, Illi- 
nois; G. A. Hemwall, M.D., generalist, Chi- 
cago, Illinois; Emmett Herring, M.D., oto- 
laryngologist, Hattiesburg, Mississippi, Wil- 
liam Johnson, M.D., general surgeon, San 
Jose, California; Delburt Nelson, M.D., gen- 
eralist, Chicago, Illinois; Charles Smith, 
M.D., radiologist, Indianapolis, Indiana; Ev- 
erett Van Reken, generalist, Cicero, Illinois; 
C. R. Wall, M.D., generalist, Minneapolis, 
Minnesota; William Whiteley, M.D., neuro- 
surgeon, Philadelphia, Pa., C. Jack Young, 
M.D., dermatologist, Oklahoma City; Arwalt 
Kehle, senior, University of Illinois; Robert 
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Articles published in The Journal of the 
Oklahoma State Medical Association Janu- 
ary, 1934. 


THE INCIDENCE OF SYPHILIS 
J. F. Campbell, M.D., Muskogee 


In an attempt to survey the Wassermann’s run at 
the Fite Clinic Laboratories during the past four years, 
the fact was kept in mind that the majority of these 
cases were ambulatory, having walked in for a gen- 
eral examination, and only a small per cent of these 
cases were stretcher cases or hospital cases. Since 
the Wasserman test is run routinely in all general 
examinations, irrespective of the common complaint, 
the majority of the cases were diagnosed at that time. 


The 2500 cases in this series include the following: 
1014 white males with 108 positives or 11.1%. 
1985 white females with 88 positives or 8.5%. 

182 colored males with 41 positives or 23.9%. 

215 colored females with 63 positives or 30.5%. 


This makes a total of 301 positive reactions on 2500 
individuals or an average of 12%, irrespective of sex 
or color. 


These figures agree with those of previous report- 
ers, reporting on early syphilis in that all types of 
syphilis occurs more frequently in white males than 
white females, and more frequently in colored fe- 
males than colored males. However the variation is 
not as striking as in early syphilis. 


Editorial Notes—Personal and General 


Dr. D. O. Smith, Tulsa, is the new President of the 
St. John’s Hospital staff; Dr. F. L. Flack, Vice-Presi- 
dent; Dr. J. E. McDonald, re-elected Secretary-Treas- 
urer. 


Dr. J. S. Rollins, Prague, opened the Rollins Hos- 
pital on December 16, 1933. This is a modern ten bed 
hospital with X-ray and laboratory facilities. Asso- 
ciated with Dr. Rollins are Doctors Frank H. Norwood 
and Ned Burleson. 


Scheidt, junior, Northwestern University; 
Roy Shaffer, senior, University of Albany; 
Alfred Spiers, senior, Jefferson School of 
Medicine; and Ken Wiebe, senior, University 
of Kansas. 

Further information concerning the ac- 
tivities of the Christian Medical Society and 
membership application procedure may be 
obtained by writing Doctor Young. 
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Committee on U.M.W.A. 
Meets in McAlester 


The O.S.M.A. Committee on Medical Care 
under the United Mine Workers Welfare 
and Retirement Fund met on December 18 
at the Aldridge Hotel, McAlester. Resuming 
its activities in the long-waged dispute be- 
tween organized medicine and labor lead- 
ers, the group reviewed past attempts to 
resolve differences and discussed future 
plans to end the discriminatory practices of 
the U.M.W. toward physicians and miners 
in the mining areas of the state. 


Under a labor-sponsored agreement, mine 
owners pay a royalty of $15 per ton into 
the welfare fund. Part of the money thus 
collected is used to provide medical and hos- 
pital care for the union members and their 
families. The denial of free choice of phy- 
sician and hospital have created much dis- 
satisfaction among miners and physicians 
alike. 





Classified Advertising Rates 


Members of the Association or wid- 
ows of members are entitled to three 
months complimentary advertisement 


in this section. 


Regular classified rates are $5.00 per 
column inch (1 column wide and 1 inch 
deep). Advertisements must be re- 
ceived by the 15th of the month pre- 


ceding the publication date. 
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For several years, the Oklahoma State 
Medical Association, through its committee, 
has tried unsuccessfully to eliminate the 
restrictive practices. The last attempt to 
negotiate with U.M.W. officials was stale- 
mated when the labor leaders refused an 
audience to organized medicine. 


In spite of previous setbacks, the com- 
mittee is continuing to explore ways of set- 
tling the controversy and to return medical 
judgment to physicians. 


Attending the McAlester meeting were: 
chairman William N. Weaver, M.D., Mus- 
kogee; committee members Floyd T. Barth- 
eld, M.D., McAlester; Fred D. Switzer, M.D., 
McAlester, and Robert W. Lowrey, M.D., 
Poteau; district councilors, Paul Kernek, 
M.D., Holdenville; and C. E. Lively, M.D., 
McAlester; E. H. Shuller, M.D., McAlester, 
Alternate Delegate to the AMA; and Mr. 
Don Blair, Associate Executive Secretary 
of the O.S.M.A. 


CLASSIFIED ADS 


GENERAL PRACTITIONER needs associate for six 
months, thereafter to assume practice. Good suburban 
area of Tulsa, fine hospitals, excellent office facilities. 
Yearly gross $60,000. Write Box 9681, W. Tulsa. 


FOR SALE: 1 Mattern x-ray with fluoroscope and 
attachments, 100 M.A., excellent condition, regularly 
serviced by G.E.; 1 Beck Lee ECG, old model; 1 
Microscope; 1 Leitz Photo-Electric Colorimeter; 1 
Junior Centrifuge, practically new; various labora- 
tory supplies. J. P. Irby, M.D., 819 E. Broadway, 
Altus. 


WANTED: Medical Officer to work twenty hours a 
week in administering medical certification of airmen. 
Contact E. J. Anderson, Chief, Personnel Division, 
Civil Aeronautics Administration, P.O. Box 1689, Ft. 
Worth, Texas. 


FOR RENT: Professional office space for two or 
three physicians. Reasonable rent. Plenty of off-the- 
street parking space. Contact James R. Ricks, M.D., 
2312 N.W. 23rd Street, Oklahoma City. JA 5-7438. 
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PHYSICIAN PLACEMENT 


General Practice 


Albert Stanley Bailey, Jr., M.D., P.O. Box 1381, West- 
hampton Beach, L. I., New York, age 28, married, 
graduated from University of Oklahoma, 1955, pres- 
ently in military service, will be available May, 
1959. 


John W. Kennard, M.D., 20 Olson Lane, Fort Rucker, 
Alabama, age 26, married, graduated from Bowman 
Gray School of Medicine, 1956, presently in military 
service, will be available September, 1959. 


Robert Emmett Myers, M.D., 872 Ravine Drive, Cleve- 
land 12, Ohio, age 28, married, graduated from Uni- 
versity of Arkansas, 1955. Would like to do general 
practice with emphasis on pediatrics, veteran, will 
be available September, 1959. 


Robert Glenn White, Jr., M.D., 431 Saratoga, San An- 
tonio, Texas, age 26, married, graduated from Uni- 
versity of Oklahoma, 1956, presently in military 
service, will be available August 2, 1959. 


John D. Wise, Booneville, Arkansas, age 30, married, 
graduated from University of Arkansas, 1954, vet- 
eran, available immediately. 


Gerald C. Zumwalt, M.D., 1701 Avenue P, Del Rio, 
Texas, age 27, married, graduated from University 
of Oklahoma, 1956, veteran, will be available July, 
1959. 


Internal Medicine 


Oscar C. Beasley, Jr., M.D., University Hospitals, 
Iowa City, Iowa, age 31, married, graduated from 
Vanderbilt University, 1952, veteran, will be avail- 
able July 1, 1959. 


William S. Harrison, M.D., 2623 Pittsfield Blvd., Ann 
Arbor, Michigan, age 31, married, graduated from 
University of Oklahoma School of Medicine, 1953, 
veteran, will be available September 1, 1959. 


Locum Tenens 


Don Allen Mills, M.D., 3911 Burns Place, S.E., Wash- 
ington, D.C., age 34, married, veteran, graduated 
from Georgetown University School of Medicine, 1958, 
wants to do general practice for two years prior 
to specialized training. Will be available July 1, 
1959. 
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Neurology 


Kenneth C. Duncan, M.D., St. Luke’s Hospital, Chi- 
cago, Illinois, age 30, married, graduated from the 
University of Oklahoma, 1955, veteran, will be avail- 
able July, 1959. 


Obstetrics and Gynecology 


Milton Gardner Mutch, Jr., M.D., 423 Mills Avenue, 
Fargo, North Dakota, age 31, married, graduated 
from University of Minnesota, 1955, will be Board 
eligible upon completion of fellowship, veteran, will 
be available July 1, 1959. 


Pediatrics 


Prentiss Edwards Findlay, M.D., 1500 Wakefield Place, 
New Orleans 22, Louisiana, age 29, married, gradu- 
ated from Emory University, Atlanta, 1954, non- 
eligible for military service, will be available July 
15, 1959. 


Surgery 


(Name on Request) 32 years old, married, graduated 
from Tulane, 1952, veteran, board eligible in surgery. 


Valerio J. Federici, M.D., 2401 West Toronto Street, 
Philadelphia, Pennsylvania, age 36, married, gradu- 
ated from Jefferson Medical College, 1948, veteran, 
is now available. 


Austin Leonard Gardner, M.D., 57 E. 38th Street, In- 
dianapolis, Indiana, age 32, married, graduated 
from Indiana University School of Medicine, 1952, 
veteran, is now available. 


Owen Foster Kline, Jr., M.D., 4712 Warrington Drive, 
Flint, Michigan, married, graduated from University 
of Colorado, 1954, not eligible for military service 
at the present time, will be available July 1, 1959. 


General Surgery 


Clyde William Draughon, M.D., McGuire Hospital, 
Box 27, Richmond, Virginia, age 35, married, gradu- 
ated from University of Oklahoma School of Medi- 
cine, 1954, veteran, will be available July 1, 1959. 


Tuberculosis 


Helen C. Sharp, M.D., 620% N. Broadway, Pittsburgh, 
Kansas, single, graduated from University of Kan- 
sas, 1928, prefers to do-industrial or student health 
work and is presently available. 
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maintenance therapy is still fundamental treatment’ 


Sound, conservative therapy with salicylates has 
been consistently reaffirmed as basic, long-term 
maintenance therapy in the arthritides. 


Buffered Pabirin provides superior maintenance 
therapy. It epitomizes fundamental long-term 
basic therapy since it can be given month after 
month without serious complications and with 
minimal problems to patient and doctor alike. 


Buffered Pabirin is formulated to provide high 
and sustained salicylate blood levels. Each tablet 
consists of an outer layer containing a buffer 
(aluminum hydroxide), para-aminobenzoic acid, 
and ascorbic acid; a core of acetylsalicylic acid. 


Buffered p air in’ Tablets 


Each tablet contains: 
Asotyiaaiioyne werd (6 7.). 5... nce ences 300 mg. 
Para-aminobenzoic acid (5 gr.).................. 300 mg. 
Ascorbic acid 


All Buffered Pabirin is sodium- and potassium-free. 
Dosage: Two or three tablets 3 or 4 times daily. 


In the stomach, the outer layer quickly releases 
the buffer, which protects against nausea, 
dyspepsia and other gastrointestinal symptoms 
so frequently encountered with salicylates alone. 
The core of Buffered Pabirin then disintegrates 
rapidly, permitting rapid absorption of the 
acetylsalicylic acid for faster pain relief. 


References: 1. Hart, D.; Bagnall, A. W.; Bunim, J. J., and 
Polley, F. H.: Ninth International Congress on Rheumatic 
Diseases, Toronto, Ont. (June 25) 1957. 2. Report of Joint 
Committee, Medical Research Council & Nuffield Foundation, 
Treatment of Rheumatoid Arthritis, British Medical Journal 
(April 18) 1957. 3. Friend, D. G.: New England J. Med. 
257:278 (Aug.) 1957. 
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